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Pyrazinamide-Isoniazid Treated 


Tuberculous Patients; 


A Five Year Follow-Up 


@ The authors review results in a group of twenty-one patients with 
far advanced pulmonary tuberculosis, treated for one year only, begin- 
ning in 1952, who have been kept under observation since that time. 


ie 1954, Campagna, Calix and Hauser ' 
reported that a group of 21 patients 
with sputum positive, far advanced pul- 
monary tuberculosis, most of them exhib- 
iting microbacterial resistance to strepto- 
mycin and para-amino salicylic acid, im- 
proved markedly when treated with pyra- 
zinamide and isoniazid for variable peri- 
ods of time during a period between June, 
1952, and June, 1953. The series was 
maintained intact until the recent death 
of 1 member-and the loss of 2 additional 
members to the study; this report details 
the observations on the remaining eight- 
een. Since the conclusion of the term of 
chemotherapy June, 1953, no patient has 
had any form of medication or therapy, 
such as bed rest periods, surgical collapse, 
specific antimicrobials, vitamins or other 
procedures, directed against tuberculosis. 

From the Division of Tuberculosis Control, 
New Orleans Health Department, and the De- 


partment of Medicine, the Tulane University of 
Louisiana, New Orleans. 
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All were followed in a clinic of the 
Department of Health of the City of New 
Orleans. Eleven are gainfully employed; 
2 are engaged in full time housework; 1 
is temporarily disabled; 1 has a persis- 
tent positive sputum though her pulmo- 
nary pathology has not progressed and 
she is clinically much improved; 1 is men- 
tally retarded; while three have nontu- 
berculous disabilities (cerebral hemor- 
rhage, confined to mental hospital, and 
advanced emphysema). Although this se- 
ries is small, the ability to hold under 
observation such a high proportion of a 
group of ambulant patients from the onset 
of therapy, in 1952, warrants this sequen- 
tial report and justifies the raising of 
certain questions. 

Many years ago, J. Arthur Myers” 
postulated that there are three objectives 
in the treatment of pulmonary tuberculo- 
sis: (1) To arrest the progress of the 
disease; (2) to prevent spread of the dis- 
ease to others; and (3) to restore or main- 
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TABLE 1 
Pul. Function 
Race Activity Sputum M.B.C. V.C.3 
Case _ _—_—*Age Sex Classification _ Cultures Work Capacity % Est. Normal Remarks 
CYSTS 
M.M. 47 WF Active Neg. Temp. disabled 24 75 Febrile episodes 
8.G.D. 33 CF Uncertain Neg. Part time 64 90 
CAVITIES — DEMONSTRABLE 
K.F. 38 WF Active Pos. Unemployable 24 100 
M.B. 36 WF Active? Neg. Housework 18 96 
F.V. 48 WM = Active? Neg. Self-employed 26 90 
A.S. 50 CF Active? Neg. Unemployable 39 100 Hemiplegia 
R.Me. 48 CF Active? Neg. Housewife 23 93 
L.R. 63 WM = Active? Neg. Chauffeur 84 100 
E.M. 65 CM Active? Neg. Car parker 45 85 
G.C. 38 CM Active? Neg. Manual laborer 25 79 
M.H. 51 WF Cardiac death 1957 
R.B. 68 WM Active? — Self-employed — — Lost to study 1955 
CAVITY CLOSED 

ey F 55 WM _ssiInactive Neg. Unemployable 44 98 Respiratory cripple 
J.¥V. 50 WM siInactive Neg. Self-employed 47 87 
R.J. 54 CF Inactive Neg. Unemployable -— — Psychotic (non-tub.) 
B.D. 48 CF Inactive Neg. Machine operator 70 92 
R.W. 57 CF Inactive Neg. Domestic 99 98 
H.W. 32 CM Inactive Neg. Laborer —_ — Lost to study 1956 
J.W. 54 CM Inactive Neg. Gardener — — 
M.K. 45 CM Inactive Neg. Barber 36 100 
M.J. 52 CF Inactive Neg. Domestic 70 100 





tain social and economic usefulness. Com- or body-section) cavity closure was de- 











bining these three objectives inte a yard- 
stick, the results in these patients are 
measured. 


Do These Patients Have Inactive 
Tuberculosis? 

Let us consider 12 of this group, (rep- 
resenting 63 per cent of the total) who 
are working full time and who present 
no symptoms. They have no x-ray evi- 
dence of worsening of the demonstrable 
pulmonary pathology. The sputum is per- 
sistently negative on culture and they 
have maintained their weight throughout 
this period of observation. 

For the purpose of classification we 
gave the following interpretations to the 
x-ray findings: When only a thin walled 
rarefied area presented at the site of the 
original unequivocal cavity, it was termed 
a “cyst”; when thick walls persisted, the 
structure was designated a “cavity”; and 
when no radiolucent area could be de- 
tected on any of the films (conventional 


duced. 

A number of them demonstrated ‘open 
healing” of cavities. (Figures 1 and 2) 
The radiological appearance of unequivo- 
cal cavitation in two patients has been 
replaced by “cyst-like” structures, indi- 
cating either actual healing or thinning 
walls. Possibly, even histological exami- 
nation would not absolutely distinguish 
the “active” from the “healed” cavities. 
Precise differentiation is academic for 
these patients; they are not surgical can- 
didates and they seem not to have been 
thus far adversely influenced by continu- 
ing in the “open-negative” state. They 
provoke the need for further studies on 
just such patients to determine whether 
the “‘open-healed” state is really justifica- 
tion for surgical excision. By the criteria 
of Tchertkoff and Neenasheff* these are 
truly open healed cavities and, therefore, 
may represent inactive tuberculosis, the 
desideratum of all forms of therapy in 
tuberculosis. 
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Figure C 


Figure 1. M.M., 47 year old white female, 
(A) at start of PZA-INH therapy, July 21, 1952. 
(B) At completion of prescribed course of ther- 
apy, July 2, 1953. (C) January 21, 1957, asymp- 
tomatic, at full work and little inconvenienced 
by “cysts” three and a half years later. 


One of our cases (Fig. 1) illustrates 
well the vulnerability of these structures 
to infection and the threat of reactivation 
of tuberculosis. Entirely asymptomatic 
until about six months ago, she has had 
several episodes of cough, expectoration 
and fever. Although no acid-fast bacilli 
have been recovered from the sputum 
during or since the febrile episode, the 
threat exists. 
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Figure D 


(D) Early in 1958, she was obliged to discon- 
tinue her work as a cashier because of repeated 
bouts of fever, cough, and expectoration, each 
bout subsiding after administration of “broad 
spectrum” antibiotics. At no time were tubercle 
recovered from the sputum by culture. 


Those patients who presented x-ray evi- 
dence of persistence of cavities almost 
unchanged from the institution of ther- 
apy had no accompanying manifestations 
of active tuberculosis. Possibly these pa- 
tients may have been only partially bene- 
fited by chemotherapy and may be in 
the “smoldering” stage of tuberculosis, 
but there is nothing to substantiate this 
impression. They must be classified as 
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“setive” in accordance with diagnostic 
standards although they do not appear 
to-be sick; they work as well as those in 
other groups, but their pulmonary func- 
tion studies reflect more extensive re- 
striction of breathing capacity than those 
whose cavities are apparently closed. 
Those who recall the direful prognosti- 
cation of Barnes and Barnes? anent per- 
sistent cavitation (85 per cent would be 
dead at the end of five years) or of 
Braeuning and Niesen* that 73 per cent 
are dead at the end of four years, may 
well wonder whether the herein reported 
patients more nearly correspond to Lawra- 
son Brown’s and Homer Sampson’s “good 
chronics’”—52 per cent of whom lived 











Figure 2. S.G.D., 33 year old colored female, 
(A, At start of therapy with PZA-INH, May 8, 
1952. (B, Almost five years after conclusion 
of therapy, a large ‘cyst’? appears at the site 
of original cavity. She is capable of performing 
most of her household duties. 


ten years with obvious evidence of pulmo- 
nary cavitation. Are we simply dealing 
here with sputum-negative good chronics? 

In the remainder of the group in whom 
there is x-ray evidence of cavity closure 
the classification of inactive tuberculosis 
seems appropriate yet differences in work- 
ing ability seem slight indeed. Certainly 
the degree of “cavity closure” seems not 
intimately related to the present working 
ability, sputum status or general sense 
of well being. 


Have We Kept Them From Spreading 
Tuberculosis? 


These patients were originally chosen 
for outpatient therapy because for the 
most part, for one reason or another, they 
rejected recommended hospital require- 
ments. The notorious inability of some 
patients to adjust to hospital regimen has 
been studied repeatedly by students of the 
psychologic aspects of tuberculosis ther- 
apy. They could be broadly classified as 
“poor hospital material’’—they lived most- 
ly to themselves, involved in their inti- 
mate domestic problems which seemed to 
be the basis of their rejecting hospitaliza- 
tion. Several were alcoholics, 2 were suf- 
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ficiently mentally retarded as to not grasp 
the significance of their disease status— 
yet all were potential sources of infection 
to the community in their daily inter- 
course with society until they were 
brought into the plan of study resulting 
in the present observations. We could 
find only a relatively few children as 
known contacts of this group at the start 
of this project in 1952 who were tubercu- 
lin positive. Only 1 patient in this series 
has remained persistently sputum-posi- 
tive since 1953. As far as we are able 
to determine this group has not con- 
tributed significantly to the establishment 
of new potential cases of tuberculosis. 


Are These Patients Socially and 
Economically Restored? 

Eleven of them are gainfully employed 
and 2 are engaged in their own full time 
domestic duties. (Table 2) This is a most 
gratifying record. There is a strong con- 








TABLE 2 
REHABILITATION 

oo a 11 
Partially employed ....... desastaeceecuesso) a 
Temporarily disabled -..................... 1 
Permanently disabled _.................... 4 
RR IID oisseiacstcssiccccnn stan sseewescaes 2 
ID sessicatnicuaceideiencapimbnavsiattnplnncecmmtios 1 

21 





trast between what one would expect from 
inspecting the x-ray film or studying the 
pulmonary function tests and what one 
learns from the patient’s work record. 
Again this is illustrated, if it actually 
needs illustration, that self-preservation 
laughs at physical disability. None of 
these patients had been offered formal 
rehabilitation procedures; evidently eco- 
nomic necessity in a willing individual 
makes for self rehabilitation. It is doubt- 
ful that those currently unemployed could 
ever be adequately rehabilitated. 


Discussion 
A few additional observations on the 
specific features of this group bear de- 
tailing. Cor pulmonale is known to de- 
velop * following pneumonectomy or ex- 
tensive disease of the lungs especially 
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when there is vascular damage; seldom 
does it occur as a consequence of tubercu- 
losis. Admittedly minimal or even moder- 
ate right ventricular hypertrophy may not 
be easily detected especially when pulmo- 
nary fibrosis pleuritis, chest wall collapse, 
and diaphragmatic elevation combine to 
obscure the roentgen appearance and the 
electrocardiographic portrayal. 

Harrison‘ et al observed that pulmo- 
nary hypertension develops years after 
pneumonectomy, presumably as a result 
of increased pulmonary capillary blood 
flow, and limited expansibility of the vas- 
cular bed. There was noted a relation- 
ship between increase in right ventricular 
pressures (measured by cardiac catheter- 
ization) and decrease in maximal breath- 
ing capacity. Each patient with maximum 
breathing capacity less than 40 per cent 
of the predicted normal value had clinical 
as well as instrumental evidence of right 
ventricular hypertrophy. 

It is of interest that most of our pa- 
tients with radiologic evidence of persis- 
tent cavitation had no physical or electro- 
cardiographic signs of cor pulmonale with 
considerably less than 40 per cent normal 
computed breathing ability. Possibly the 
slower pace of chronic pulmonary tuber- 
culosis permits development of an adop- 
tive mechanism protecting against cardiac 
strain. In these patients, nothing was 
found by extensive examinations to sug- 
gest the presence of cor pulmonale al- 
though one patient did have an abnormal 
electrocardiogram. They seemed to inac- 
tivate their lesions at the cost of drastic- 
ally reducing pulmonary efficiency but 
without developing cardiac disease as a 
result of it. 

Deficiencies in our present system of 
classifying patients is indicated by the 
difficulty in determining whether patients 
at full work, apparently not disseminating 
tuberculosis and with no evidence of pro- 
gressive disease should be termed ‘‘active’”’ 
because of x-ray evidence of persistent 
cavities. 

Despite marked restriction of ventila- 
tory capacity, few of these patients 
showed evidence of obstructive “emphy- 
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sema”’. Where cavities are readily demon- 
strable, the work status is less favorable 
than where cavities had closed. Four 
were at full time work, two were parti- 
ally employed and two were completely 
disabled. The average maximum breath- 
ing capacity was 34 per cent predicted 
normal. Of those whose cavities had ap- 
parently closed, seven are at full time 
work while two are completely disabled; 
the maximum breathing capacity aver- 
ages 61 per cent predicted normal. That 
these figures are gross approximations 
may be indicated by one patient whose 
x-ray portrays complete cavity closure 
and whose maximum breathing capacity 
averages 44 per cent predicted normal 
but who is completely incapacitated as a 
pulmonary cripple. On the other hand, 
another with persistent cavitation has a 
maximum breathing capacity of only 25 
per cent and yet works full time as a 
manual laborer. 


Summary 

Twenty-one ambulatory patients have 
been followed five years. No therapy was 
given after conclusion of one year of 
treatment with pyrazinamide and isoni- 
azid for bilateral far advanced sputum 
positive pulmonary tuberculosis, presum- 
ably caused by organisms resistant to 
streptomycin and para - amino - salicylic 
acid. 

Eighteen are known to be alive. One has 
died of heart disease and two have been 
lost to study. Eleven of them are at full 
time work; two were disabled by non- 
pulmonary disease and one by respiratory 
insufficiency. One has a persistently posi- 
tive sputum despite multiple forms of 
therapy. Three are mentally incapable of 
working. 

The salvaging of eleven of these pa- 
tients for complete social and economic 
usefulness in the face of severe restric- 
tions of pulmonary function, and the ap- 
parent prevention of dessemination of tu- 


bercle bacilli by most of this group are 
important and encouraging aspects of this 
study. 

There is no evidence that pyrazinamide 
when used with isoniazid causes perma- 
nent harm in those who escape the early 
ill effects or who recover from early toxic 
effects on withdrawal of the drug. 


There has been adduced, five years after 
cessation of therapy, no evidence of re- 
lapse, contagiousness, or progressive pul- 
monary insufficiency, all of which are 
frequently given as indications for extir- 
pative surgery. 

Note: We are grateful to Dr. Irving 
L. Rosen who supervised the performance 
of cardiorespiratory examinations in the 
Cardiac Research Laboratory of the Touro 
Infirmary, and to Dr. George Hauser, Di- 
rector of Central Laboratories, New Or- 
leans City Health Department and Louisi- 
ana State Health Department, who super- 
vised laboratory procedures, and to Mrs. 
Marguerite Bourgeois, R.N., Clinic Super- 
visor, Bureau of Tuberculosis Control, 
who collected and arranged the records 
of the patients in the Tuberculosis Con- 
trol Division of the City of New Orleans 
Health Department. 
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A New Explanation of the Cause 
of Some Uremias and Probably the 


Best Way of Treatment 


@ The author discusses his experiments with an “artificial nephron,” 
and researches into the “Anuria syndrome” with his conclusions as to 


etiology and treatment. 


T= darkness in which we grope about 
for the real cause of some uremias or 
severe oligurias has as a result that the 
majority of these patients die. 

This investigation was stimulated by a 
discussion of the renal lesions in a case 
of poisoning by mercuric chloride. It 
seemed to the pathologist, and also, to the 
author, that no satisfactory explanation 
had been published about the development 
of anuria in such a condition as mercuric 
chlicride poisoning, in which there is ex- 
tensive destruction of tubular epithelium 
and almost undamaged glomeruli. The 
symptom of anuria is the reverse of what 
might be expected when the reabsorptive 
mechanism is destroyed. 

The author came to the conclusion that 
perhaps insufficient attention had been 
paid to changes in the intrarenal pressure. 
The question arose, could an increase in 
the intrarenal pressure cause oliguria or 
anuria? It seemed practically impossible 
to devise a satisfactory experiment to test 
this point in a living mammal. Since urine- 
secretion is believed to be, in a consider- 
able part, a mechanical filtration process, 
the author constructed a mechanical de- 
vice (“artificial nephron”), by means of 
which conditions believed to be present in 
the human kidney could be imitated and 
controlled. 

Dynamics 

The artificial nephron is constructed of 
glass tubes and rubber tubes, connected 
with two mercury manometers and pro- 
vided with several clamps to control pres- 
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sure and rate of inflow. A tube, repre- 
senting the afferent arteriole, is connected 
with a water tap to imitate inflowing 
blood. By adjustment of the water-inflow 
with a clamp, the pressure in the afferent 
arteriole, as measured in a manometer, 
can be adjusted to any desired level. The 
effective filtration pressure in Bowman’s 
capsule is controlled by a clamp and meas- 
ured by manometer (capsular pressure). 
The proximal convoluted tubule, Henle’s 
loop, the distal convoluted tubule, and the 
collecting tuble are represented. The out- 
flow of water represents urine, discharged 
into the ureter. By adjusting a clamp a 
trickle of water can be provided to imitate 
the reabsorption by the tubules. Imitation 
of the Malpighian body by a device, con- 
taining a separating membrane, which 
allowed the filtration of water freely, did 
not change the result. Such a membrane 
is therefore superfluous. It merely makes 
the construction somewhat more compli- 
cated. For this reason the same stream of 
water could represent blood as well as 
urine, which is the case in this artificial 
nephron. 


Normal Pressures in the Tubuli of Man 
The following figures are estimations 
for man and are deduced from measure- 
ments made on isolated blood-perfused 
kidneys of dogs.' With a normal blood- 
pressure in the brachial artery, the blood 
pressure in the afferent arteriole is about 
75 mm. Hg. The osmotic pressure in this 
vessel is normally about 30 mm. Hg. The 
difference is therefore 75 less 30 or 45 mm. 
Hg. The “capsular” pressure in Bow- 
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man’s capsule is normally about 5 mm. 
Hg. The effective filtration pressure or 
actual driving force will therefore be 45 
minus 5 or 40 mm. Hg. The resulting 
pressure within the external covering of 
the kidney is here called “intrarenal pres- 
sure”. The external covering of the hu- 
man kidney is called by anatomists “Tu- 
nica fibrosa”, whose innermost part, 
“Tunica muscularis” contains muscle 
bundles. It is easily separable from the 
underlying tissue. This separation of both 
tunicae is known by the surgical name 
“decapsulation”’. 


“Normal” Function of the Artificial 
Nephron 

When the pressures in the artificial 
nephron were adjusted according to the 
normal pressures in the tubuli of man, it 
was very interesting to see that there was 
a slow drop-by-drop outflow of water, 
representing the urine from the collecting 
tubule, passing toward the bladder, and 
still another outflow of water from the 
part which represents the places of re- 
absorption. 


“Abnormal” Function of the Artificial 
Nephron 

As an example of abnormal function 
the diuretic action of mercurials can be 
taken, because reliable investigations are 
available in this field. Blumgart,? in 
1934, and Walker,* in 1937, found that 
mercurials in smaller doses cause a di- 
uresis in spite of an unchanging rate of 
glomerular filtration. Therefore, they 
must act by reducing the tubular reab- 
sorption of water. By imitating this in 
the artificial nephron by tightening the 
clamp one is amazed by seeing an immedi- 
ate polyuria, in spite of the fact, that the 
rate of supply of water from the tap has 
not changed. Large doses of mercurials 
which cause mercury poisoning, marked 
by oliguria and later anuria, can also be 
imitated by the artificial nephron. The 
explanation has been a matter of specula- 
tion and controversy for over a century. 
The old theory which attributed the symp- 
toms to mechanical blockage of the tubules 
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by detached necrotic cells is entirely in- 
adequate. 

Often within a week the tubules may 
be found clear of detritus, in autopsies, in 
cases in which death was caused by anuria 
and uremia. However, in these cases the 
tubules show a degree of dilatation, which 
is sufficient to raise the intrarenal pres- 
sure. Although this alone can produce 
the anuria, sometimes in fatal cases an 
additional hypotension and a _ hypopro- 
teinemia are found. All three can work in 
the same direction. If two or three of 
these factors are present, then a smaller 
increase of the intrarenal pressure could 
be sufficient to produce the anuria. As- 
sume that with a lowered blood pressure 
in the brachial artery, the pressure in 
the afferent arteriole may be 50 mm. Hg. 
(instead of about 75 mm. Hg.), and the 
osmotic pressure may be 20 (instead of 
about 30 mm. Hg.), as a consequence of 
hypoproteinemia. The difference, 50 less 
20, or 30 mm. Hg. indicates the effective 
filtration pressure or actual driving force. 
The capsular pressure, which is normally 
about 5 mm. Hg. may be 25 mm. Hg. as 
a consequence of the increased intrarenal 
pressure. If the pressures in the artificial 
nephron are so adjusted that one mano- 
meter reads 30 and the other manometer 
reads 25, it is interesting to see, that the 
polyuria disappears and is replaced first 
by oliguria and later by anuria. If the 
pressures in the artificial nephron are so 
adjusted that the effective filtration pres- 
sure (actual driving force) is near the 
critical level, a rise or a fall of a few 
mm. of Hg. in the pressure will result in 
“anuria” on one hand, or a free flow of 
fluid on the other. Just as it is found in 
autopsies, as mentioned above, the anuria 
may appear without the introduction of 
any obstruction in the tubules. 


Pathological Findings 
For the sake of brevity and convenience, 
the symptom-complex, consisting of se- 
vere oliguria or anuria, followed by 
uremia, will be referred to as “the anuria- 
syndrome”. The factor which makes a 
rise in the intrarenal pressure possible, is 
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the fact, that in adults and also in certain 
animals, such as the dog and the cat, the 
tunica fibrosa and tunica muscularis, to- 
gether called ‘renal capsule” by clinicians, 
are relatively rigid and inelastic. A rela- 
tively slight increase in the bulk of the 
renal tissues, may therefore cause in 
adults a significant rise in the intrarenal 
pressure. In small children and in some 
animals, such as the guinea-pig, in which 
the renal capsule is more elastic, it is 
probable that the “anuria-syndrome” can- 
not develop. 


Among the pathological disturbances 
which may cause an increase of the bulk 
of the renal tissue and so a rise in the 
intrarenal pressure are edema, exudate, 
or neoplastic infiltration of the interstitial 
tissue, swelling of the tubular epithelium, 
and dilatation of the tubules. The latter 
may be caused by obstruction of the tu- 
bules by solid casts (of necrotic tubular 
epithelium, hematin, myoglobin, Bence- 
Jones protein, sulfonamide crystals). 
These obstructions may be present in di- 
lated tubules, but often they are present 
in parts of the tubules, distal to the areas 
of dilatation. It is not the mechanical 
obstruction to the outflow of urine, which 
causes anuria, so much as the resulting in- 
crease of intrarenal pressure. The “anuria 
syndrome” may develop in cases in which 
only part of the tubules is obstructed, or 
in which no obstruction can be demon- 
strated. Partly from clinical observations, 
partly from study of autopsy-material, 
partly from reliable descriptions in the 
literature, paying special attention to the 
so-called uremias of unknown origin, the 
author collected the following list of dis- 
eases, in which the cause of death may be, 
in some cases, the “anuria syndrome’”’, fol- 
lowing an increase of the intrarenal pres- 
sure: (1) mercury poisoning, (2) trans- 
fusion kidney, (3) crush injury, (4) sul- 
fonamide poisoning, (5) phosphorus poi- 
soning, (6) cresol poisoning, (7) Hepato- 
renal syndrome, (8) Chiari’s disease, 
(9) Weil’s disease, (10) pyocyaneous 
septicemia, (11) diphtheria, (12) cholera, 
(13) pyloric and duodenal obstruction; 
(the sometimes observed “mysterious” 
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uremias after these obstructions are prob- 
ably nothing else than the here described 
“anuria syndrome’); (14) _ interstitial 
nephritis as may occur in fulminant in- 
fluenza (see case described in this ar- 
ticle), (15) multiple myeloma, associated 
with Bence-Jones proteinemia, (16) ad- 
ministration of excessive amounts of 
fluid e.g. after severe hemorrhages etc. 
(17) paralytic equine myoglobinuria in 
man, (18) Favism, (19) Black Water 
fever, (20) Yellow Fever, (21) neo- 
plasms, localized in the interstitial renal 
tissues e.g. Kundrat’s lymphosarcoma 
etc., (21) Blum’s azotémie par manque 
de sel, (23) dilatations of groups of renal 
tubules in some parts of the kidneys, 
caused by obstructions in other parts of 
the same tubules, (24) the bite of the 
spider Latrodectus mactans (Black Wid- 
ow), (25) Haff disease. 

Uremia, caused by glomerular injury is 
an entirely different process and must be 
sharply differentiated. Sometimes only 
the autopsy can determine if the glomeruli 
are intact. If the glomeruli are involved 
in one of the diseases mentioned above, it 
may not be the “anuria syndrome”. Often 
one finds in those cases that only the 
tubules and not the glomeruli are involved. 


In all cases of the syndrome a high 
tension of the renal capsule is present. 
This is often demonstrated at autopsy 
(as the author observed), if the autopsy 
is carried out very shortly after death, 
before rigor mortis has set in. After 
cutting the renal capsule one observes, 
that the renal tissue bulges out, Morri- 
son‘ has reported three cases of crush 
injury which came to autopsy before 
rigor mortis, in all of which the cut 
edges of the kidney bulged out over the 
capsule. In the case of crush injury the 
swelling of the tubular epithelium, as 
shown in Figure 2, is probably caused by 
some toxic substance (“nephrotoxin’’) 
produced by the damaged tissues. 


Case Reports 


Brief reports of 5 patients, who died 
with the “anuria syndrome’, follow, to- 
gether with illustrations showing the 
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pathological lesions in the kidneys. Most 
of these illustrations show that the tu- 
bules are more or less displaced either by 
an interstitial edema, with or without 
signs of inflammation, or by neoplastic 
tissue. Some sections show only swelling 
of the tubular epithelium; other sections 
show interstitial edema. Occlusion of tu- 
buli by blood clots or cell detritus may be 
completely absent, as already mentioned. 





Uw Gh a es 

Figure 1. Kidney section of a case, having 
shown the syndrome in consequence of an inter- 
stitial nephritis, probably part of a fulminant 
form of influenza. Notice the inflammatory 
edema in the interstitial tissue. This edema is 
considered as the cause of an increased intra- 
renal pressure. Nowhere is there true obstruc- 
tion of the tubules, which proves that obstruc- 
tions may be absent completely in anuria. After 
cutting the renal capsules, the renal tissue 
bulged out. 


Figure 1 is a kidney section of a young 
doctor, a resident in the hospital where 
the author worked. He became suddenly 
severely ill with influenza. He had high 
fever and died seven days later, with 
anuria and uremia. At autopsy the kid- 
neys showed an abundance of interstitial 
edema, causing an increase of the intra- 
renal pressure, sufficient to produce the 
“anuria syndrome”. After cutting the 
renal capsules the renal tissues bulged 
out. 


Figure 2 represents the picture of a 
kidney-section of a patient who died from 
crush injury, victim of an airplane crash. 
His left leg was squeezed in the rem- 
nants of the airplane for five hours. The 
autopsy-report stated: “On section of 





Figure 2. Kidney section of a case, having 
shown the syndrome, in consequence of a crush 
injury (airplane crash). Notice the intense 
swelling of the tubular epithelium cells. This 
swelling is considered as the cause of an in- 
creased intrarenal pressure. After cutting the 
renal capsule, the renal tissue bulged out. 


the kidney the cut-edge everts and the 
cortex is raised above the surface of the 
renal capsule, as well as the medulla and 
the pyramids”. Figure 2 shows the enor- 
mous swelling of the tubular epithelium, 
but there was also found edema of the 
interstitial tissue. This picture corre- 
sponds completely with the description by 
British pathologists of such cases of 
crush injury during the bombardment of 
London. 

Figure 3 represents a section of the kid- 
ney from a patient, who committed suicide 
with mercuric chloride. After cutting the 
renal capsule, the renal tissue bulged out. 


Figure 4 represents a section of the kid- 
ney of a patient, who died, following a 
blood-transfusion of incompatible blood. 
The old explanation which attributed the 
anuria to blood casts, has been rejected 
by many pathologists because the number 
of blood casts is often negligible in fatal 
cases. Boyd® stated: “It seems probable 
that there must be some other explana- 
tion”. After cutting the renal capsule the 
renal tissue bulged out. 


In the next part of this article a few 
remarks may be added about transfusion 
kidney and about crush injury. The au- 
thor is collecting more data about the 
other diseases mentioned above, in which 
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Figure 3. Kidney section of a case, having 
shown syndrome, in consequence of a mercury 
poisoning. Notice the dilatations of the tubules 
by detritus of blood, desquamated cells, and 
precipitates of calcium, or dilatations by ob- 
structions in lower parts of the tubules. The 
dilatations of tubules are considered as the 
cause of an increased intrarenal pressure. Such 
obstructions are only present in a part of the 
kidney and therefore insufficient to explain the 
anuria. After cutting the renal capsules, the 
renal tissue bulged out. 





Figure 4. Kidney section of a case, having 
shown the syndrome, in consequence of a blood 
transfusion (incompatibility). Notice the dila- 
tations of the tubules and desquamated cells. 
These dilatations are considered as the cause 
of the increased intrarenal pressure. The ob- 
structions are only in a part of the kidney and 
therefore insufficient to explain the anuria. 
After cutting the renal capsules, the renal tissue 
bulged out. 


sometimes the anuria-syndrome appeared 
and was followed by the fatal end. 


Transfusion Kidney 
The symptoms of transfusion kidney 


need no description here. They may or may 
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not be followed by the “anuria syndrome”’. 
Bordley 7 described an interesting series 
of 17 cases of transfusion kidney, in all 
of which suppression of urine was the 
outstanding feature, always associated 
with hyperazotemia. Of these 17 patients, 
11 died and 6 recovered. That is a mor- 
tality rate of 65 per cent. Navasquez * 
writes that he disagrees with all the ex- 
planations of the oliguria or anuria in 
transfusion kidney, which he found in the 
literature and he adds that further in- 
vestigations are desirable. 


Crush Injury 


During the Messina earthquake of 1908, 
many of the 65,000 fatal cases died from 
crush injury, as may be concluded from 
an article written by Colmers,® head of 
the Relief Expedition. He described clear- 
ly the “anuria syndrome”. In 1916, 
Frankenthal described the “anuria syn- 
drome” from crush injury during the first 
World War, caused by a mine explosion. 
In March 1941, Bywater and Beal ' pub- 
lished their paper about crush injury, ob- 
served during the terrible bombardments 
of London, about September 13, 1940. 
They called it erroneously ‘a hitherto un- 
reported syndrome”, apparently not 
knowing the literature just mentioned. 
About 5 per cent of all casualties during 
the World War II air-raids in urban areas 
were crush injuries. On admission to the 
hospital the crush injury patient, who had 
usually been buried under debris for sev- 
eral hours with heavy pressure on a limb 
appears to be in good condition, except 
for swelling of that limb. However ex- 
amination of the blood discloses often (not 
always) a hemoconcentration which may 
reach 22 gm. per cent hemoglobin, corre- 
sponding to a plasma-volume of about one 
liter. This is the “pre-shock period” pre- 
ceding the fall of blood pressure. The 
symptoms of shock may disappear with 
or without therapy and in spite of this 
disappearance, the “anuria syndrome” 
may be observed. The “anuria syndrome” 
is independent of a precedent shock, be- 
cause cases of crush injury are described 
without shock. Morison‘ described 3 
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such cases without shock, all 3 with fatal 
result. Most of the victims were buried 
under debris between three and twelve 
hours. The existence of a nephrotoxin, 
formed in the crushed muscles, seems to 
be accepted by most of the investigators. 
In dogs whose limbs were crushed, mito- 
chondrial changes were found in the tubu- 
lar epithelial cells, suggesting the action 
of a nephrotoxin.'':'* Broster'* wrote re- 
garding the therapy of crush injury: 
“There is not much that can be done” and 
“Few survive when the syndrome is 
marked”. Patey '* wrote: “Most surgeons 
have had the distressing experience of 
seeing their patients (with crush injury) 
pass from a good general condition to 
death from anuria, despite heroic meas- 
ures to reestablish the urine-flow.”’. 


Treatment 

In all diseases, associated with the 
“anuria syndrome”, an attempt should be 
made to decrease the high intrarenal pres- 
sure, if there is suspicion that it is the 
cause of the oliguria or anuria. Of the 
older methods of treatment the following 
are contraindicated because they are po- 
tentially injurious. 

1. Administration of large amounts of 
fluid. 

2. Protein starvation. 
3. Massive doses of protein. 
1. Intermittent pressure of a crushed 


5. Injections of mercurials. 

6. Injections of cortisone or ACTH. 

The administration of large amounts of 
fluid has been often employed, without 
benefit or by making the condition worse, 
probably by still more increasing the 
intrarenal pressure. 

The author observed a woman, 43 years 
of age, who developed the “anuria syn- 
drome” and died in uremia in spite of the 
administration by her physician of not 
less than seven liters of fluid a day. The 
autopsy revealed an interstitial nephritis 
with marked edema of the renal tissue. 
After cutting the renal capsule the renal 
tissue bulged out. Younge ' described a 
case of transfusion kidney in which the 


oliguria remained in spite of the daily in- 
jections of three liters of glucose-solution. 
She died in uremia. Dunn '* described the 
case of a girl who developed the symptoms 
of crush injury after being pinned under 
debris for six hours, during an air raid. 
In spite of a fluid intake of 3600 cc. per 
day, she died with the “anuria syndrome”’. 
Wakeman '® observed the “anuria syn- 
drome” in several cases of blackwater 
fever in West Africa. Styron and Lead- 
better 2° stated: “A frequent mistake in 
the therapy (of anuria) is the adminis- 
tration of fluid.”. The administration of 
alkali in cases of transfusion kidney was 
recommended by Baker and Dodds,*! with 
the object of preventing the deposition of 
acid hematin in the renal tubules. It ap- 
peared later that fatal cases of transfu- 
sion kidney were reported without hemo- 
globinuria.** 

Considering the result of this investiga- 
tion, I came to the conclusion that prob- 
ably the best therapy of what was called 
here (by way of abreviation) “the uremia 
syndrome”, is as follows: 

1. Bilateral decapsulation of the kid- 
neys, as soon as possible after the diag- 
nosis is made. Incision of the kidney is 
not necessary. Using the decapsulation as 
a last resort is a great mistake, too often 
made in the past. 

2. Restriction of fluid intake. 

All other treatments are probably of 
little value in comparison with the two 
just mentioned. They are all used in num- 
erous cases and the result was death in 
a very high percentage. They do not re- 
move the cause of the dangerous situation. 
Diuretics are better avoided, because in 
several cases they have made the condi- 
tion worse. In animal- experiments, it has 
repeatedly been shown that bilateral de- 
capsulation reduced the intrarenal pres- 
sure by about 50 per cent. There is no 
reason to suppose, that this would be much 
less in the human being. Decapsulation, 
which was performed, in 1896, by Har- 
rison, is a simple procedure, which may 
save many lives in the future, if not done 
as a last resort, but in the very beginning 
of the “anuria syndrome”. Edebohl re- 
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ports the successful use of the decapsula- 
tion in 18 cases, without a single death 
according to Da Costa.** Unfortunately, 
several investigators later recommended 
the decapsulation only as a last resort. So 
did Talma, Bessesen,*4 Warbasse, Smyth,** 
and Bickham.“* All of these used it after 
the usual conservative measures had failed 
and the patient was in a highly critical 
condition. The fact that even then suc- 
cessful results were obtained, under such 
unfavorable conditions, indicates that the 
bilateral decapsulation is not a dangerous 
operative procedure. Bancroft *° made the 
same mistake, but still he once saved the 
life of a patient, in a case of transfusion 
kidney. He had used “every therapeutic 
aid that he knew of” before performing 
the bilateral decapsulation. On the eighth 
day of oliguria (30 ce per day) the blood 
urea nitrogen was 64 mg. per cent, the 
serum calcium was 4.8 mg. per cent and 
tetany was present. He did the bilateral 
decapsulation on the ninth day, when the 
patient was in extremis. Jmmediate relief 
followed and the patient recovered com- 
pletely. Young'? did the decapsulation 
also as a last resort, in a woman of 33 
years of age, for transfusion kidney. He 
described the renal capsule as extremely 
tense. The patient recovered. Talbot" 
studied the effect of unilateral decapsula- 
tion on the fourth day of anuria in a wo- 
man suffering from a transfusion kidney. 
The patient recovered, but the procedure 
had no beneficial effect on the renal func- 
tion. Probably the kidney-function would 
have been recovered completely, if the 
work of progressive destruction had not 
been allowed to last four days and if bi- 
lateral decapsulation had been done. 

The chances for the patient are much 
better, if the damage to both kidneys lasts 
as short a time as possible, which can only 
be accomplished by bilateral decapsula- 
tion, performed on the first day that the 
anuria syndrome is diagnosed. 

As far as restriction of fluid is con- 
cerned, a burdensome restriction is unnec- 
sesary, if the decapsulation is soon done, 
in order to diminish the intrarenal pres- 
sure. 
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Summary 


1. A number of diseases are mentioned 
in this article, which sometimes are fol- 
lowed by oliguria or anuria, hyperazote- 
mia and uremia. For abbreviation this 
combination is called the “anuria syn- 
drome’”’. 

2. The mortality rate of this “anuria 
syndrome” was, until now, often for some 
cases, more than 90 per cent (crush in- 
jury) and for many others, as a rule, not 
lower than 60 per cent. 

3. Experiments with an_ artificial 
nephron demonstrate that probably the 
primary cause of the oliguria or anuria is 
a decrease of the effective filtration pres- 
sure as a result of an increased intrarenal 
pressure. It could be demonstrated that 
in the artificial nephron an increase of a 
few mm. Hg. in the intrarenal pressure, 
may cause “oliguria or anuria’”’. A slight 
reduction of an increased intrarenal pres- 
sure (which in vivo can be easily obtained 
by bilateral decapsulation) promptly re- 
stored the normal “urinary output”. It is 
estimated from animal experiments, that 
bilateral decapsulation in human beings 
decreases the intrarenal pressure by about 
50 per cent, which is undoubtedly suf- 
ficient to restore the normal urinary out- 
put. 

4. The therapy proposed for the “anu- 
ria syndrome” in any disease in which it 
occurs should preferably be instituted im- 
mediately after the diagnosis is made. It 
consists of a bilateral decapsulation and 
restriction of fluid intake. 
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Cholera Epidemic 1848-1849 


From our recollection of the cholera of 1832 we are persuaded that the epidemic 
of 1848-49 differed in some respects from that of 1832; the discharges were not so 
frequent and profuse—the cramps less constant and obstinate and a much smaller 
number were rescued, after entering the stage of collapse, in the last than in the 
first epidemic. 

Old residents and persons thoroughly acclimated were less liable to attacks of 
cholera than strangers newly arrived in the city. 

The cholera attacked and carried off a number who happened to be labouring 
under chronic diarrhoea; this was particularly noted in the Charity Hospital where a 
large number of cases of this disease is always on hand. 

It spared neither infant in its mother’s arms nor the octogenarian, leaning upon 
his staff for support, who happened to be predisposed to the disease, from previous 
attacks of diarrhoea. It must be repeated, however, that very few of our citizens 
who could command all the comforts of life, were attacked with the disease; yet all 
were more or less under the epidemic influence. 

During the prevalence of the cholera, many suffered from a mild form of 
influenza; in some instances, it was attended with catarrhal symptoms, and severe 
bronchial irritation accompanied with febrile disturbances, pains and soreness through 
the chest and muscular system generally. It rarely proved fatal, without the most 
reckless exposure and culpable neglect on the part of the patient. 


New Orleans M. & S. J., 5:540 (January) 1849. 
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Diverticulosis and Diverticulitis* 


@ Is the trend toward prophylactic surgery in diverticulosis and diver- 
ticulitis of the colon justified? What complications and circumstances 
indicate surgery? In an attempt to answer questions such as these the 
authors have reviewed 300 of their cases, in which diverticulosis or 


diverticulitis was the diagnosis. 


NE of the earliest accurate descrip- 

tions of colonic diverticula was that 
of G. Cruveilhier' in Paris in 1849. In- 
terest in the subject in this country was 
stimulated in 1904 by E. Beer’s publica- 
tion, “Some Pathological and Clinical 
Aspects of Acquired (False) Diverticula 
of the Intestine.”* This condition has 
been established by colonic radiologic 
study as a very common occurrence and 
its clinical significance has become ob- 
vious by the voluminous accumulated bib- 
liography. 

The advent of effective bowel steriliza- 
tion and the possibilities of more radical 
colonic surgery have permitted an evalu- 
ation of the controversial issue of con- 
servative medical management as opposed 
to radical surgical resection. Evaluation 
of the pertinent indications for surgical 
intervention is therefore timely. Surgery 
for complications is not questioned; but 
whether or not the uncomplicated case of 
diverticulosis is best managed by a con- 
servative medical program has been chal- 
lenged. The pertinent questions are: 
What complications and circumstances in- 
dicate surgery? Is there justification for 
the trend toward prophylactic surgery? 
With these issues in mind, we have re- 
viewed 300 cases, in which a diagnosis of 
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diverticulosis or diverticulitis of the colon 
has been made, in the hope that these data 
may be helpful in selecting a therapeutic 
program. 

Etiology 

Although as clinicians we are primarily 
dealing with a fully developed and, at 
times, a complicated entity, the genesis 
and pathology of this condition are im-. 
portant for the proper understanding and 
management of the problem. The exact 
etiology of diverticulosis is unknown; it 
has never been produced experimentally. 
A number of theories have been advanced. 
The infectious theory of Spriggs and 
Marxer®* is based on repeated infections 
and insults to the colon with advancing 
years. It has been reasoned by some that 
excessive deposits of fat weakened the 
tissues and tended to promote herniation. 
It is very likely that inherited predisposi- 
tion plays an important role for the entity 
occurs more consistently in certain fam- 
ilies. There are certain factors, secondary 
or precipitating, superimposed on the sus- 
ceptible individual which bear a direct 
relation to the development of the diver- 
ticula. These are substantiated by the 
following observations: 

(1) Diverticula develop with advanc- 
ing years; degenerative change might be 
expected with weakening of susceptible 
areas in the colon. 


(2) The out-pouchings tend to occur 
at the areas where blood vessels penetrate 
the colon wall. 


(3) Trauma -(constipation and diar- 
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Figure 1. Gross appearance diverticulosis with surface cleared and bowel distended with air. 


rhea) plays a part; the large percentage 
of our cases had constipation with purga- 
tive or enema abuse. 

(4) The theory that intraluminary 
pressure may be a factor in the develop- 
ment of the diverticula, since they occur 
more frequently in the sigmoid area where 
the physiologic pressure is greater; (this 
is supported by Belding’s report‘ of air 
insufflation inducing diverticulum per- 
foration). 

(5) Anatomic factors: the particular 
arrangement of the colonic musculature 
tends to create lines of weakness along 
which diverticula are more prone to occur. 


Obesity did not appear to be involved in 
this relationship. 


Pathology 

Grossly, these diverticula tend to occur 
in parallel lines or rows. When the fat 
is removed, they give the appearance of 
rows of out-pouchings. When filled with 
fecal content, they may have the bluish 
appearance of grapes. 

The orifices of the diverticula on the 
mucosal surface are not always readily 
recognized, often being buried in the mu- 
cosal folds. The orifices may have a raised 
margin giving the appearance of a papilla. 





Figure 2. Fistulous like tract with serosal out-pouching some distance from mucosal artificial opening. 
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On occasion, areas of mucosal irritation 
with submucosal hemorrhage and abscess 
formation occur as the indication of di- 
verticulitis. It is not always easy to fol- 
low the tract from the orifice to the di- 
verticula for they may dissect through 
the subserous area and form a tract or 
pocket at some distance from the orifice. 
The microscopic as well as the gross ap- 
pearance gives the picture of a herniation 
of the mucosa through the muscular layer, 
carrying muscular fibers with it for some 
distance. However, in instances where 
they have progressed, the muscular layer 
is ultimately lost and the outer surface 
consists of the serosa and the subserosal 
tissue. Differentiating between acquired 
or false diverticula and true diverticula 
on th2 basis of whether they carry through 
all the layers of the colon is not clinically 
important. 











TABLE 1 
AGE DISTRIBUTION OF 300 CASES OF DIVERTICULA 
OF THE COLON ~ an 
Age Groups No. of Patients 
20-30 a sistas ‘ 3 
30-40 : apie 26 
40-50 ; : pcanieeaschpuas . 
50-60 ; < 
60-70 _— —- 
70-80 . - . 83 
Over 80 erate Sete se shaw feces 2 


Table 1 confirms the observation of in- 
creasing development with advancing 
years and suggests the acquired nature 
of the diverticula. Although it does not 
coincide exactly with many published 
statistics, a similar trend is established. 
A new geriatric problem arises with in- 
creasing span of life. We must anticipate 
2n increasing percentage of colonic diver- 
ticular disease, diverticulitis, and surgical 
complications. 

TABLE 2 
BLEEDING IN 85 PATIENTS 


Condition No. of Patients 
Rectal ee ere ene Pr 31 
Amebiasis i) 
Rectum Carcinoid 1 
Polyp : A i act 9 
I SoS soccer amen 8 
Diverticula vee e Zt" 


*(10 diverticulitis, 17 diverticulosis) 
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Eighty-five cases recorded rectal bleed- 
ing, either fresh red blood, blood streaked 
mucus, or darker wine-colored blood. 
Black or tarry stools were excluded. In 
58 cases it was felt the blood might be 
accounted for by a specific finding other 
than the diverticula. Of the remaining 
27 cases, 10 had a final diagnosis of di- 
verticulitis, leaving 17 cases of diverticu- 
losis in which bleeding must be accounted 
for on the basis of bleeding diverticula. 
This, of course, poses a problem. Do di- 
verticula bleed with no demonstrable evi- 
dence of inflammatory reaction? The per- 
centage is certainly higher than that usu- 
ally recorded. Was there some other cause 
of bleeding undiagnosed and should such 
a situation constitute valid reason for con- 
sidering prophylactic surgery? Keeping 
in mind the progressive nature of the dis- 
ease and the excellent statistical follow-up 
of Wallace Greene ** in diverticulitis, 
one can see the importance of careful 
study of the diverticular case for source 
of bleeding other than the diverticula. 


TABLE 3 
___ LOCATION OF BLEEDING 








Location No. of Cases 
Whole Colon er eo 24 
Cecum SN ge ee ae eecahe ear eas 50 
Ascending Colon aes , 60 
Transverse Colon ........ Pala yse ea 60 
Descending Colon ........................ .225 
Sigmoid e es 





Improved technique in x-ray examina- 
tion may well account for the change in 
percentage location of this group. Twenty- 
four instances in which the whole colon 
was involved are somewhat above the 
average, yet it confirms the fact of in- 
creased occurrence in the left half of the 
colon. It is noteworthy that there is no 
instance of rectal diverticula recorded, 
and proctoscopic examination was of so 
little value that it only deserves mention. 
Its chief value was not in visualizing di- 
verticula in the rectosigmoid but in en- 
countering pain, fixation, blood, and rectal 
pathology. 

It should be noted in Table 4 that 61.8 
per cent of females complained of con- 
stipation while a greater percentage of 
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a _ TABLE 4 a ene 
Constipation Diarrhea 
No. of Cases No. % No. % 

Female 165 102 61.8 20 12.2 
Male 135 41 31.1 36 26.8 
Total 300 143 47.7 56 18.7 
males had diarrheal episodes. In both of episodes may be of much help; finally, by 
these conditions of altered physiology proper x-ray studies. 


normal pressure of the lower colon is af- 
fected and a greater chance of mechanical 
damage exists, as well as a greater possi- 
bility of infection. There seems to be little 
question that there is an increased sus- 
ceptibility to functional disorders of the 
colon in the diverticular case in general. 
It will be noted from Table 5 that in 130 
instances it was our opinion that the pa- 
tients’ symptoms were related to the di- 
verticula, although a diagnosis of diver- 
ticulitis was made only 78 times. 
TABLE 5 
SYMPTOMS RELATED TO DIVERTICULA 


Related 


130 


Not Related 


170 


The fact that 170 cases had no estab- 
lished relationship of symptoms to diver- 
ticula cautions against accepting diver- 
ticula as a causative factor in abdominal 
discomfort too hastily. 

The diagnosis of diverticulosis of the 
colon in the living is made primarily by 
x-ray, with a few recorded instances of 
proctosigmoidoscopic visualization of the 
diverticula, but our success with this pro- 
cedure has not been comparable to that 
reported by Jackman." The clinical diag- 
nosis of diverticulitis is made on the fol- 
lowing findings: attacks of localized 
pain; localized tenderness, on pressure or 
rebound; a palpable mass, progressive or 
decreasing in size; evidence of inflamma- 
tion; bloody stools with negative examina- 
tion for colonic infection, protozoal or bac- 
terial pathogens; a history of recurrent 





TABLE 


It will be noted in Table 6 that x-ray 
diagnosis of diverticulitis was made in 90 
instances; whereas the final clinical diag- 
nosis was only 78. This discrepancy may 
be explained on the basis of the criteria 
depended upon. 


Roentgen Findings Indicative of 
Diverticulitis of the Colon 

1. Pain, tenderness, and fixation of the 
involved colonic segment. 

2. Narrowing of the diverticula area 
with interhaustral edema. 

3. A localized segment with numerous 
diverticula in close opposition. 

4. Sawtooth outline of the colon with 
incomplete outline of diverticulum. 

5. Shortening of the involved area. 

6. Demonstration of a fistulous tract. 

7. Compression defect on the outline 
of the lumen. 

8. Demonstration of a “reasonably in- 
tact” mucosal pattern in the area of in- 
volvement. 

9. Persistent unchanged findings on 
repeated examination. 

It is entirely possible to have a roentgen 
impression of diverticulitis without a con- 
firmatory clinical picture. Inflammatory 
changes, and even mechanical factors, 
may occur intermittently in isolated areas 
and subside without progression to the 
point of a reasonable clinical picture. Con- 
versely, mechanical changes may result 
in an altered functional pattern without 
true inflammatory reaction. 

After aplying one or more of these re- 
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_DIAGNOSIS — 300 CASES DIVERTICULA OF COLON 
































X-ray X-ray Final Clinical Diagnosis 
Diverticulosis Diverticulitis Diverticulitis 
276 90 78 
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TABLE 7 





___ DIVERTICULITIS — SURGICAL CASES 








No. of Cases 





No. Operated 


Mortality 





48 


0 





quirements in conjunction with clinical 
evaluation, a final diagnosis of divertic- 
ulitis could be justified in 78 cases. 
Thirty-seven of these were felt to have 
complications indicating surgical inter- 
vention. There was no mortality. 





Figure 3. [Illustrates extensive diverticulosis 
in a 55 year old white male complicated by per- 
foration, localized abscess and peritonitis. 

The complications of diverticular dis- 
ease of the colon which project surgery 
into consideration may be summarized as: 
(1) subacute and chronic perforation with 
localized penetration and abscess forma- 
tion; (2) acute perforation with general- 
ized peritonitis; (3) fistulous formation, 
internal and external; (4) sudden exsan- 
guinating hemorrhage; (5) recurrent or 
chronic bleeding; (6) recurrent localized 
segments of diverticulitis with pericolitis 
and pain; (7) obstruction from edema 
and stricturing, partial and complete; and 
(8) lesions associated with carcinoma or 
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Figure 4. Illustrates diverticulosis with ma- 
lignancy in a 67 year old white female. 


with equivocal x-ray pattern (Figs. 3 
and 4). 

With any of the true complications, ap- 
propriate surgical intervention is indi- 
cated. There are, however, situations 
which deserve individualization: 

1. The diagnosis of “bleeding divertic- 
ula” made on the basis of blood in the 
stools and an x-ray report of “divertic- 
ulosis with diverticulitis” with more de- 
finitive information, is too frequently a 
casual, inconclusive diagnosis. A _ resec- 
tion of all or part of the colon will not 
control bleeding when the source of hem- 
orrhage is the upper gastrointestinal tract. 
Such experiences emphasize the necessity 
of careful evaluation before a few colonic 
diverticula are used to justify radical 
surgery. Diverticula are very common, 
but hemorrhage from them is relatively 
rare. 
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2. The instances of equivocal x-ray pat- 
terns project the need for sincere clinical 
evaluation. There is no indication that 
diverticulitis is a precursor of malig- 
nancy; however, the frequency of diver- 
ticulosis permits concomitancy. Any de- 
fect in which the x-ray pattern and clin- 
ical evaluation leave reasonable indecision 
as to the nature of the lesion demands 
surgery. Diverticulitis which presents 
this confusing picture in itself justifies 
removal because the process usually will 
be progressive, recurrent, and compli- 
cated. 

3. Localized, recurrent, and persistent, 
smoldering diverticulitis poses the. ques- 
tion of prophylactic resection. The de- 
cision involves astute judgment after ade- 
quate medical management. Diverticu- 
losis of the colon is so common to the 
older age group and is so often associated 
with age anticipated functional disturb- 
ance of the colon that, unless great care 
and restraint are exercised, we fear un- 
necessary surgery will result. This group 
should again be individualized and care- 
ful follow-up applied before this decision 
is made. There is seldom an emergency 
and the differentiation of the functionally 
disturbed colon from this type of diver- 
ticulitis is often difficult. The degree of 
morbidity should be one of the deciding 
criteria. We are a little fearful of the 
potential in the present trend toward pro- 
phylactic surgery, yet we do advocate it 
in carefully selected cases. 

The uncomplicated case of diverticu- 
losis unquestionably should have conserv- 
ative medical management and, as a rule, 
requires little medication, but should be 
managed with a prophylactic attitude. 
Instances in which functional disturb- 
ances of the colon are prominent (“irri- 
table colon syndrome’) require dietary 
and medical control, antispasmodics with 
selective smooth muscle action, such as 
Cantil and Bentyl. Anticholinergic agents, 
especially when hypermotility and diar- 
rhea are prominent, afford symptomatic 
relief. Addition of sedation enhances the 
effectiveness of these agents. Sulfona- 
mides find a place in therapy when in- 
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fection and diverticulitis are suspected. 
Exclusion of coarse fibers and seeds, irri- 
tating condiments, especially the pepper 
group, has a rationale. However, bland 
volume is requisite and when not practical 
in the diet, hydrophylic substances such as 
sodium methyl! cellulose may be added to 
insure a soft, formed stool. The judicious 
use of mineral oil is permissible. The de- 
tergent fecal softeners, such as sodium 
lauryl sulfate and doxinate are adjunc- 
tives. Laxative foods such as honey, prune 
juice, and citrus fruits may be included 
in a dietary program. Evidence cautions 
against routine use of purgatives and 
enemas except the judicious use of mineral 
or vegetable oil as a rectal instillation. 
This is a therapeutic and prophylactic pro- 
gram suggested to prevent diverticulitis. 
Care should be exercised not to develop 
a colon conscious patient. 


Summary 


1. Three hundred patients with diver- 
ticula of the colon have been reviewed. 


2. An appraisal of the etiological fac- 
tors, pathology, symptomatology and com- 
plications has been presented. 


3. Diagnostic criteria for diverticulosis 
and diverticulitis have been emphasized. 

4. Medical management of diverticu- 
losis has been suggested. 

5. Indications for surgical intervention 
have been stressed along with the impor- 
tance of the bowel preparation. Extreme 
caution should be exercised in considering 
any form of prophylactic surgery, restrict- 
ing it to instances of recurrent bleeding, 
recurrent localized inflammatory reaction, 
and equivocal x-ray findings. 

Note: We wish to express appreciation 
to Dr. Donald M. Bradburn, Dr. Ambrose 
J. Hertzog, and Dr. Lawrence H. Strug for 
material and cooperation in preparation 
of this study. 
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Historical Note 


The well known catastrophe of 1811, that violent commotion of the bowels of 
the earth, of which Louisiana, and in particular New Madrid were the scenes of 
action, has in no small degree contributed to the insalubrity of this country. * * 
Towards the end of a dull though cloudless November evening, some rumbling sub- 
terraneous sounds, the first signs of the impending tragedy, were closely followed 
by severe and rapid shocks;—whilst the inhabitants alarmed in the extreme, fled to 
a neighboring prairie, the earth rocked like a heaving sea, crevices opened under 
their feet;—day finally appeared, but it was only to exhibit to their sight trees and 
houses violently jostling against each other. Soon after, the whole town disappeared, 
leaving but a single house as if to indicate to the bereaved families the spot but so 
lately occupied by their respective dwellings. On the one hand, lakes were replaced 
by hills covered with thousands of live fish, which still gave evidence of the sudden 
metamorphosis; on the other, extensive prairies and vast fields sunk in, and became 
in their turn lakes of considerable depth. The banks of the river, formerly so ele- 
vated, were suddenly lowered more than forty feet; immense innundations en- 
croached upon the soil; and lower Louisiana became one of the most terraqueous 
districts on the surface of the earth. 


Report Made by the Royal Academy of Medicine (Paris) upon the Memoir of Dr. 
Halphen, New Orleans M. & S. J. 5:648 (March) 1849. 
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The Tulane University 


Cancer Detection Clinic 


@ In thirteen years of continuous operation, a total of 11,154 patients 
have been examined. The clinical findings obtained by multiphasic 
screening give evidence of the value of this type of detection clinic to 


both the patient and the physician. 


HE Tulane University Cancer Detec- 

tion Clinic completed over thirteen 
years of continuous operation June 30, 
1959. It has functioned since March 1, 
1946, under the auspices of the Orleans 
Parish Medical Society and the standards 
established by the American College of 
Surgeons for the operation of such clinics. 
Staffed by the Tulane Medical School 
(Hutchinson Memorial Clinic), the clinic 
is in operation two mornings weekly for 
the examination of well and asymptomatic 
individuals. 

The examinees are limited to one ex- 
amination in a ten-year period and each 
is advised that the results of the exami- 
nation must be obtained from his or her 
own physician. Emphasis is placed upon 
the fact that the examinee’s physician 
will determine the significance of the 
findings and will decide on the need for 
further diagnostic procedures and treat- 
ment if indicated. The individuals are 
encouraged to see their own physicians 
for periodic health examinations. 

The clinic has been financed by annual 
grants from the Louisiana Division of the 
American Cancer Society from 1946 to 
1959, from the Louisiana State Health 
Department from 1951 to 1959, by assis- 
tance from Tulane Medical School, and 
by donations from examinees. 





The Tulane University Cancer Detection Clinic 
has been aided by yearly grants from the Louisi- 
ana Division of the American Cancer Society, 
1946-1959, and from the Louisiana State De- 
partment of Health, 1951-1959. 

From the Departments of Medicine and Pre- 
ventive Medicine, Tulane University School of 
Medicine in New Orleans. 


JOSEPH E. SCHENTHAL, M. D. 
New Orleans 


History 

While the first clinic of this type was 
founded by Dr. Elise L’Esperance ' at the 
New York Infirmary in 1937, this type 
of investigative and educational program 
did not progress until after World War II. 
With two others in New York and one in 
Philadelphia * prior to the War, there was 
a rapid development of such clinics 
throughout the United States early in 
1946; primarily all of these were demon- 
stration units with considerable individ- 
ual variation in their scope of procedures." 
This program rapidly gained considerable 
momentum as a result of the increased 
interest of both lay and _ professional 
groups in health preservation as partic- 
ularly applied to malignant and nonmalig- 
nant degenerative disease. This attention 
to the control of disease early in the 
natural course of the pathological process 
was enhanced even more by the progres- 
sive interest in the same problem of 
health maintenance of the well person by 
the Armed Services and by industry. The 
Tulane University Cancer Detection Clinic 
was among the first to function, begin- 
ning in March, 1946.4 In 1947, the Ameri- 
can College of Surgeons presented mini- 
mum standards for the operation of such 
clinics in conjunction with the local medi- 
cal societies. By 1949, there were over 
250 such clinics in operation throughout 
the United States, largely through the 
interest and financial grants from the 
American Cancer Society.’:® In January, 
1959, there were about 200 detection clin- 
ics still in operation.” * 


During its thirteen years of operation, 
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the Tulane University Cancer Detection 
Clinic has adhered to the standards set 
up during the initial development of these 
clinics. At the meeting of the Committee 
on Cancer Detection, International Union 
against Cancer, in Brussels, 1957, the Tu- 
lane University Detection Clinic was used 
as one of the twenty-one clinics considered 
representative of this program in the 
United States. In a summary presented 
at this meeting, it was reported that the 
Tulane Detection Clinic had carried out 
its objective throughout the entire period, 
namely: 

“1. To provide a complete and thor- 
ough physical examination for apparently 
well persons in order to detect cancer and 
pre-cancerous lesions earlier than would 
otherwise be the case, as well as to reveal 
early manifestations of other disease. 

“2. To promote effective preventive 
medicine by initiating and encouraging 
the pattern of regular physical examina- 
tions of apparently well persons by their 


Reports: 97% to private physicians 
3% to public clinics 


11,154 24% mole 


Examinees 
(7.8% negro) 


lo-I9 J 06% 


20-29 QM 1.72% (b= 21(sk-23d25din-26) 


76% female 


S’—©*s¢«S&  yvr999hyypp$109)J1 pane A 





own physicians. 

“3. To develop and maintain an edu- 
cational program for professional per- 
sonnel, students and the public in the de- 
tection and prevention of disease pro- 
cesses, in particular cancer and degenera- 
tive diseases. 


“4. To develop and evaluate new diag- 
nostic techniques suitable for use in both 
large scale and office routine examina- 
tions, and to correlate data for future 
reference related to the detection and pre- 
vention of these disease processes.” 


Procedures 

The multiphasic screening ® includes a 
complete general history, using the Cor- 
nell Medical History as a supplement to 
the clinician’s history, a complete general 
physical examination and genital exam- 
ination for each sex, a sigmoidoscopy, if 
acceptable, and Papanicolaou cervical cy- 
tological studies (routinely between 1946- 
1949 and July, 1957 to date). Biopsies 


KEY (malignancy) 


bl.= bladder 
b. * breast 
c. = cervix 
k. = kidney 
p.* prostate 
lo.* lorynx 


r. = rectum 

r-si* recto-sigmoid 
sk.-skin 
st.-stomach 

t. stestis 

to stonsil 
th.ethyroid 
u.*uterus 

ue.= endometrium 
v =vagino 
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Figure 1. Age, race, and sex distribution of apparently well and asymptomatic examinees between 


1946 and 1959. Proved, unknown malignancies are indicated for each age group with the male indi- 
cated by symbol. 
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have never been performed in compliance 
with the Orleans Parish Medical Society’s 
desires. A chest X-ray, complete blood 
count, urinalysis, Wassermann, and Kahn 
tests complete the laboratory studies. 


Clinical Findings 

A total of 11,154 individuals were ex- 
amined up to June 30, 1959. Of these, 
97 per cent had their reports sent to pri- 
vate physicians and 3 per cent to public 
clinics; 21 per cent were males and 7.6 
per cent were Negroes. The yearly dis- 
tribution remained remarkedly constant 
each year, with those in the 30 to 49 year 
age group forming the majority of the 
examinees (Figure 1). These persons 
were either gainfully employed in a vari- 
ety of occupations or were homemakers. 
The vast majority were from the Greater 


TABLE 1 
CLINICAL FINDINGS — EVIDENCE OF MALIGNANCY 


I. Malignancies (proved by biopsy 
taken by the examinee’s 
physician) 

Bladder 
Breast 

Kidney 
Larynx 

Lung 

Ovary 
Prostate 
Rectosigmoid 
Rectum 
Sigmoid 

Skin 

Stomach 
Testis 
Thyroid 
Tonsil 

Uterine cervix 
Uterine endometrium 
Vagina 

II. Conditions or benign neo- 
plasms of premalignant 
significance (figure 2): 

III. Strongly suggestive clinical 
evidence of malignancy 
(clinically malignant but 
requiring biopsy) 

IV. Suggestive clinical evidence 
of malignancy (malig- 
nancy not to be excluded 
except by biopsy) 

V. Possible malignancy (ma- 
lignancy not a likely diag- 
nosis but to be excluded) 
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465 ( 4.17%) 


185 ( 1.66%) 


212 ( 1.90%) 


4239 (38.00%) 
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Metropolitan Area of New Orleans, al- 
though a number were from other parts 
of Louisiana. Classification of the clinical 
findings is given in Tables 1 and 2. 


Proved Co | (80) 0.72% BB Toto! 13 yrs (1946 - 1959) 11,154 
Premalignoncy es (465) 417% 

Strongly suggestive J (185) 166% 

Suggestive B (212) 190% 


Possibie MEE 2259) 36.00% 
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Figure 2. The degree of malignancy noted in 
the 11,154 consecutive examinees. 


TABLE 2 
CLINICAL EVIDENCE OF NONMALIGNANT DISEASE 


2250 (20.17%) 
829 ( 7.43%) 
1421 (12.74%) 








A. Cardiovascular Disease: 
1. Heart Disease 
2. Vascular Disease 


B. Eye-Ear-Nose-Throat 

Disorders: 659 ( 5.90%) 
C. Gastrointestinal Disorders: 2506 (22.47%) 
D. Genitourinary Disorders: 730 ( 6.54%) 
E. Glandular Disorders: 1643 (14.73%) 

1. Breast 1071 ( 9.60%) 

2. Liver and Biliary Tract 305 ( 2.73%) 

8. Pancreas 69 ( 0.62%) 

4. Parathyroid 1( 0.01%) 

5. Salivary Glands 2( 0.02%) 

6. Thyroid 171 ( 1.54%) 

7. Testis 17 ( 0.15%) 
F. Hemic and Lymphatic 

Disorders: 97 ( 0.87%) 

1. Spleen 9 ( 0.09%) 

2. Lymphadenopathy 88 ( 0.78%) 
G. Gynecologic Disorders: 9866 (65.30%) 
H. Infectious Disorders: 88 ( 0.79%) 
I. Positive Laboratory Findings: 

(needing investigation) 4359 (40.00%) 
J. Metabolic Disorders 

(excluding thyroid and 

pancreas) : 6 ( 0.05%) 
K. Musculoskeletal Disorders 568 ( 5.00%) 
L. Neurological Disorders: 83 ( 0.75%) 
M. Nutritional Disorders 767 ( 6.90%) 
N. Psychogenic Disorders 327 ( 2.93%) 
O. Respiratory System Disorders 424 ( 3.80%) 
P. Skin Disorders 823 ( 7.50%) 
Q. No Significant Abnormalities 90 ( 8.08%) 





Comments 
It is to be expected that a number of 
individuals entered the clinic by denying 
symptoms, but this number has been 
considered small. The application of the 
screening procedure actually revealed 
pathology varying in significance in 92 
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to 93 per cent of the examinees. The fact 
that a great amount of this occurred 
(59%) in the younger age groups, in con- 
junction with the fact that larger num- 
bers of these productive members of the 
community were interested in health 
maintenance examinations and _ proce- 
dures, suggests that such examinations 
will result in a considerable total yield 
of abnormalities in these well but not 
normal individuals. It was to be expect- 
ed that the percentage of abnormalities 
would be higher in the older age groups. 
These persons did not respond in num- 
bers to the opportunity for the health 
examinations. 

Although the examinees considered 
themselves well and had not been ex- 
amined by physicians in the preceding 
six months, their histories indicated that 
there had been knowledge in the past of 
detected disease which was asymptomatic 
at the time of the examinations. However, 
of particular importance is the malignant 
and nonmalignant disease of which the 
examinees were completely unaware.’ 
(Table 3) 














TABLE 3 
PROPORTION OF DISEASE UNKNOWN TO EXAMINEES 
Malignancy 100% 
Gynecological disease 96% 
Hypertension (diastolic) 12% 
Hypertension (systolic) 63% 
Genitourinary disease 57% 
Respiratory system 48% 
Glandular disease 38 % 
Gastrointestinal disease 20% 
Vascular disease 20% 
Heart disease 11% 
Otelaryngological disease 6% 





It is apparent that all of these varied 
in significance, from the potentially fatal 
malignancies, all of which were unknown, 
to the lesser significant sinusitis of the 
otolaryngological group, of which only 6 
per cent was unknown. Similarly detected 
gynecological disease was unknown in 
over 95 per cent of the cases. While most 
diagnoses such as cervical erosion or cer- 
vicitis would appear to warrant little im- 
mediate alarm, it has been the experience 
of the clinic that, if biopsies were taken 
by the physicians receiving the reports, 
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a minimum of 3 per cent would prove 
malignant. Likewise, hypertension, heart 
disease, thrombophlebitis and nephritis, 
detected prior to the development of par- 
enchymatous sequelae, are of great sig- 
nificance. 

From the aspect of public education it 
would appear that the clinic examination 
has stimulated the person to person ori- 
entation on the value of periodic health 
inventories. From the number of ex- 
aminees requesting re-examinations, who 
are refused and referred to their own 
physicians, it would suggest that increas- 
ing numbers are amenable to returning 
periodically to their physicians for yearly 
screening examinations. From the aspect 
of community education, this person to 
person contact (no publicity has been 
given to the clinic) has been of value in 
stimulating group consideration of health 
maintenance by their physicians. 


Summary 

1. The background and history of the 
Tulane University Cancer Detection Clin- 
ic are presented. 

2. The clinical findings of the Tulane 
University Cancer Detection Clinic have 
been classified for the thirteen-year peri- 
od, March, 1946 to June 30, 1959. 


3. The value of a multiphasic screen- 
ing office type examination is discussed 
from the aspect of the yield of significant 
abnormalities to be expected in well and 
asymptomatic young adults. 

4. The value of this type of clinic is 
discussed as a stimulus to the productive 
individuals of the community to report 
regularly to their own physicians. 
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Health of the City and Country 


The Cholera, though gradually and steadily declining, still lingers in our city, 
and we know not when we shall be able to announce its total disappearance from 
New Orleans. Still it retains a feeble hold upon our population as shown by the 
deaths from this disease, for the week ending 17th February, amounting to 64, and 
for the week previous, about 80, thus indicating a diminution of 20 deaths weekly. 

About the middle of February, we had several days of rainy weather, when 
the wind suddenly veered around to the North, and we had a heavy sleet, accompanied 
with ice more than an inch in thickness. The thermometer fell as low as 26° just 
before sunrise; and even at mid-day, evidences of the freezing were abundant in 
our streets. We have not been able to learn that this remarkable, this unprecedented 
cold weather affected to any serious extent, the salubrity of our population; on the 
contrary, we believe it has had a decidedly favorable influence. During the latter 
part of February we had our usual mild and balmy weather. * * * Whether the 
cholera superseded or absorbed our usual winter diseases or not, certainly we have 
been less afflicted than usual with this class of affections. 


New Orleans M. & S. J. 5:669 (March) 1849. 
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Cataract Surgery; Operative Technique 


@ The technique of cataract surgery when trained assistants are not 


available is discussed. 


i 1951, I moved from a large ophthal- 

mological center to a smaller commun- 
ity with limited facilities. The surgeon 
had to furnish his own instruments and 
personally supervise the sterilization and 
care of solutions, as well as the prepara- 
tion of the patient. The lack of trained 
assistants and nurses made the change of 
my surgical procedures imperative. I felt 
that the operative technique should be 
flexible and changed as necessary to fit 
the situation. After much consideration 
the following procedure was devised as a 
basis for cataract surgery and variations 
in technique were made as needed. 


Preoperative Preparation 

The preoperative preparation, consist- 
ing of a negative smear and culture of the 
conjunctiva and the medico-legal proced- 
ures, are completed before the patient is 
admitted to the hospital. The eyelashes 
are trimmed in the office as a preoper- 
ative preparation, thus marking the eye to 
undergo surgery. 

Preoperative medications consist of 
thorazine, 25 milligrams, on admission 
and repeated at 6 a.m. An antibiotic of 
choice is given on admission and at 6 a.m. 
Seconal, grains 114, is given orally at 
bedtime. Sodium luminal, grains 2, and 
adrenosem salicylate, 5 milligrams, are 
given intramuscularly at 6 a.m. Demerol, 
50 milligrams, or nisentil, 40 milligrams, 
may be administered at 6:30 a.m., if de- 
sired. 


As the operating room is also used for 
general surgery, the ophthalmic surgery 





* Clinical Assistant Professor of Ophthalmolo- 
gy, Division of Post Graduate School of Medicine 
of Louisiana State University Medical School at 
Confederate Memorial Hospital in Shreveport, 
Louisiana. 


NOVEMBER, 1959—Vol. 111, No. 11 


LOUIS ANDREW BREFFEILH, M. D.* 
Shreveport 


should be performed first, in order to re- 
duce the chances of contamination. 


Anesthetic 

The local anesthetic consists of 14 per 
cent tetracaine or 4 per cent cocaine solu- 
tion as drops to the cornea. Two per cent 
xylocaine or procaine with hyaluronidase 
(one drop to each cubic centimeter of 
anesthetic) is injected for akinesia. If 
not contraindicated, epinepherine hydro- 
chloride is added in a 1:50,000 dilution. 
An O’Brien, Van Lint, or combined pro- 
cedure may be used with retrobulbar in- 
jection. Such anesthetic will last approxi- 
mately forty-five minutes; thus surgery 
must be smooth, simple and with no lost 
motion. 


Operative Technique 

The skin and adnexa are prepared with 
green soap, saline and metaphen 1:2,500 
solution. Phisohex and 1:1,000 zephiran 
chloride solution may be used if the cornea 
is protected and thoroughly irrigated 
after its use. The anesthetic is injected 
and the head draped with the eye exposed. 
Traction sutures of 0000 black silk are 
placed in the upper and lower eyelids and 
beneath the superior rectus tendon. Mos- 
quito forceps are used as traction weights. 
These sutures are easily released if it be- 
comes necessary to close the eyelids during 
surgery or to release the tension on the 
superior rectus muscle. 

A corneal traction double arm 000000 
mild chromic catgus suture is placed near 
the limbus at twelve o’clock as shown in 
Figure 1. This suture will be used by the 
assistant to retract the cornea during the 
intraocular portion of the surgery. A con- 
juctival limbal base flap, as shown in Fig- 
ure 1, is prepared from three to nine o’clock. 
The flap is freed to the limbus. A groove 


437 








CATARACT SURGERY; OPEATIVE TECHNIQUE—BREFFEILH 


Figures 1, 2, 3, 


incision is made in the sclera about one 
millimeter behind the limbus using the 
Von Graefe or Lundsgaard knife. This 
site was chosen after studying various 
positions and places of the incision. It 
was found to result in less postoperative 
keratitis and prevented bullous keratitis 
in six patients who had surgical failures 
in the other eye due to this condition. 
These cases are in publication. 

Two 000000 chromic catgut sutures are 
placed through the adjoining edge of the 
grooved incision at about ten and two 
o’clock, as shown in Figure 2. These su- 
tures are to be buried beneath the con- 
junctival flap on closure of the incision. 
A keratome is used to complete the groove 
incision into the anterior chamber as 
shown in Figure 3. The incision is wid- 
ened with corneal scissors, and a muscle 
hook or forceps may be used to separate 
the sutures during this procedure. The 
sutures are then prepared for tying. The 
assistant retracts the cornea with the pre- 
placed suture, and a peripheral iridectomy 











4, 5, 6, 7, 8 


is performed as shown in Figure 4. The 
Arruga forceps or Bell erisophake is ap- 
plied to the lower pole of the lens capsule. 
The muscle hook is applied to the cornea 
at the limbus for counter pressure, as 
shown in Figure 5. The lens is extracted 
by the tumbling technique. The preplaced 
sutures are then tied as shown in Figure 6. 

The conjunctival flap is then closed with 
continuous or interrupted 000000 chromic 
or plain catgut sutures. Air is injected 
into the anterior chamber as shown in 
Figure 7. The pupil usually constricts due 
to the iris trauma. One-half of one per 
cent pilocarpine may be instilled if the 
pupil fails to constrict. 

The corneal traction suture may be car- 
ried through the conjunctiva and tied as 
a mattress suture as shown in Figure 8. 
This gives a tighter approximation of the 
wound at twelve o’clock. 

The iris may be caught in the wound 
but this is not a serious complication. By 
the time the sutures are tied, the air in- 
jected into the anterior chamber, and the 
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pilocarpine instilled, the iris has usually 
returned to its normal position. If these 
measures fail, then pressure on the con- 
junctiva at the wound site will reposit the 
iris in most patients. If all else fails, the 
iris repositor is easily inserted beneath 
the conjunctival flap and the iris re- 
posited. 

An antibiotic ophthalmic ointment may 
be safely instilled in the conjunctival sac. 
Both eyes may be bandaged. In patients 
with senile psychosis the unoperated eye 
is not bandaged to aid orientation. The 
eye is rebandaged the night after surgery 
as tearing makes the eyepads uncom- 
fortable. One per cent atropine is usually 
instilled to relieve iris spasm and to pre- 
vent adhesions to the hyaloid membrane. 
The unoperated eye may be left unband- 
aged if desired. 


Postoperative Care 

Postoperative care consists of making 
the patient as comfortable as possible. 
The backrest may be raised or lowered as 
desired. Turning on the unoperative side 
with a pillow to the back is permissible. 
The diet consists of soft foods for four 
days and thereafter a regular diet. Se- 
dation may be demerol, nisental, or seco- 
nal as needed. Aspirins and salicylates 
are not permitted in any form, as I feel 
that these medications cause hemorrhages, 
especially on the fourth to sixth day. Post- 
operative hemorrhage is rarely seen since 
this medication has been discontinued. 
Bathroom privileges are permitted on the 
third or fourth day. The patient may be 
discharged on the fifth or sixth day. 
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Discussion 

The advantages of this procedure of 
cataract extractions are numerous. Sur- 
gery can be performed without a trained 
assistant. The preplaced sutures can be 
closed if the vitreous presents. Especially 
important is the immediate closure after 
the lens is extracted. Chromic catgut su- 
tures do not have to be removed, and this 
is a blessing in the nervous patient. Al- 
though these sutures are more irritating 
than silk sutures, the patients prefer this 
discomfort to the ordeal of suture re- 
moval. The conjunctival limbal base flap 
lessens the dangers of epithelial down 
growth and converts a prolapsed iris into 
an iridotasis and further surgery is not 
usually indicated. Consent for further 
surgery on the eye is usually difficult to 
obtain; thus avoidance of complications 
which necessitate further surgery is im- 
perative. 


This surgical technique has been used 
for the past four years on 191 cataract ex- 
tractions. Only 3 patients have had to 
have further surgery which consisted of 
discissions in extra capsular extractions. 
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Editorial 


Epidemic Neuromyasthenia 


A clinical syndrome, to which the term 
“epidemic neuromyasthenia” has been ap- 
plied, has been described in various coun- 
tries and under a variety of names. A re- 
cent review of this disorder! by Frau- 
meni summarizes the available knowledge 
on the subject and presents it as a clinical 
problem which may concern physicians in 
all fields. Various outbreaks have been 
termed: “Iceland disease,” ‘“Akureyri 
disease,” “benign myalgic encephalomye- 
litis,” “benign subacute encephalomye- 
litis’, “epidemic vegetative neuritis,” 
“Durban mystery disease,” “acute en- 
cephalomyalgia,” “poliomyelitis suspect,” 
“poliomyelitis-like illness,” ‘lymphoretic- 
ular encephalomyelopathy,” “Royal Free 
disease,” and “epidemic neuromyasthenia.” 

This disorder has been reported as fol- 
lowing a stubbornly protracted and re- 
lapsing course. It is marked by variable 
and multiple symptoms, prominent among 
which are fatigue, malaise, headache, fev- 
er, stiffness of the neck and back, muscu- 
lar weakness, myalgia, paresthesias, va- 
somotor instability, gastrointestinal and 
genitourinary disorders. In addition to 
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these, emotional disturbances may be 
present. 

The clinical features are marked by a 
wide variety and diversity of symptoms 
such that some patients have only mini- 
mal systemic complaints; others have dis- 
turbing neuromuscular, vasomotor, or 
mental disorders. There is a prodromal 
period varying from one to thirty days 
during which the onset of the disease is 
insidious. In such a period there may be 
lassitude, malaise, headache, low fever, 
pains in the back, occiput, and shoulders. 
This period may be followed by an intensi- 
fication of the same symptoms, during the 
course of which the temperature may vary 
from two or three degrees below the after- 
noon peak. This is seldom above 100. 
Muscular weakness and paresis usually 
appear. The paresis is flaccid and shows 
great variation in location, in intensity, 
and in extent. Complete or lasting paraly- 
sis has not been described. The tendency 
is for the paresis to improve, but its course 
will be marked by relapses and variations. 

The myalgias constitute a variable but 
impressive symptom, which may point 
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the finger of suspicion toward the disease. 
Pain and tenderness about the neck and 
shoulders are reported as the most con- 
stant feature of the condition. Pains are 
frequent in the extremities, are described 
as being deep, and are observed to be 
migratory and relapsing. Discomforts in 
the muscles are intensified by exertion. 
Abdominal pain, cramping in character, 
together with markedly tender abdominal 
muscles, may appear. 

Objective neuromuscular abnormalities 
are not prominent. Kernig’s sign is rarely 
positive. Tendon reflexes are usually 
normal, and plantar responses are flexor. 
Certain investigators, however, have re- 
ported blurred vision, pupillary anomalies, 
diplopia, ocular and soft palatal paresis, 
trigeminal pain and paresthesias, hyper- 
acusis, perceptive deafness, tinnitus, nys- 
tagmus, vertigo, facial weakness, and mild 
bulbar palsy. Hyperesthesias have been 
disturbing and disabling. These included 
sensations of numbness, tingling, burn- 
ing, and formication. 

Vasomotor instability has been shown 
by intermittent coldness and warmth of 
an extremity. 

Gastrointestinal symptoms vary from 
the mildest to confusing complaints of 
cramps, flatulence, diarrhea with mucus, 
constipation, projectile vomiting, or anor- 
exia. 

Urinary symptoms have been difficulty 
in micturition, retention, polyuria, or in- 
continence. 

Mental disturbances described have 
been depression, confusion, irritability, 
crying spells, disturbed sleep, and tradi- 
tional “psychoneurotic symptoms.” 

The duration of the disorder is uncer- 
tain. In a small proportion recovery has 
followed the acute phase within one to two 
months. In the report on the Icelandic epi- 
demic only 11 per cent of 57 cases were 
completely free of symptoms seven to ten 
months after the disease began. Another 
report from Iceland found only 13 per cent 
of 39 patients previously examined to be 
fully recovered after six years. 


This disease has been approached from 
the laboratory standpoint without start- 
ling findings, or without clarification as 
to cause. Electromyography has “convinc- 
ingly demonstrated retention of nerve con- 
duction and absence of lower motor neu- 
ron degeneration.” Cultures for viruses, 
and complement fixation tests with many 
antigens have been negative. The disease 
is not fatal and there are no autopsy re- 
ports. 

The epidemiology of the condition is one 
of the central points around which recog- 
nition becomes possible. The condition 
seems to appear explosively within schools, 
and institutions, particularly medical or 
nursing staffs of hospitals. The mode of 
transmission is not known. The suggested 
incubation period has varied from a week 
up to eighteen days. 

The variability of the clinical picture 
and the absence of distinctive laboratory 
findings has suggested to some that the 
epidemics are exhibitions of mass hysteria. 
In opposition to this is the occurrence in 
epidemics of the comparatively uniform 
complaint of painful muscles of the neck 
and shoulder girdle, protracted course, its 
appearance under a variety of conditions 
not inherently conducive to hysteria. 

The treatment recommended has been 
symptomatic. 

A disease of this type, presenting an ex- 
treme variability of symptoms and clinical 
findings, could very easily become the neu- 
rotic’s delight. However, when the clini- 
cian has knowledge of its existence and 
an active suspicion, he will have a greater 
chance of avoiding the pitfall of mis- 
labelling it as a syndrome of purely func- 
tional symptoms. Since twenty or more 
epidemics have been reported, there is a 
reasonable expectation that endemic in- 
stances of the disease are occurring in 
which the true diagnosis is difficult to 
make. 





1Fraumeni, Joseph F.: Epidemic neuromyas- 
thenia, Sou. M. J. 52:1192 (October) 1959. 
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The Executive Committee dedicates this section to the members of the Louisiana State 
Medical Society, feeling that a proper discussion of salient issues will contribute to the 
understanding and fortification of our Society. 


An informed profession should be a wise one. 


INSURANCE INFORMATION 


Nine out of every ten persons who have health 
insurance coverage for hospital care also have 
protection against the cost of surgery, the Health 
Insurance Institute reported. 

In addition, six out of every ten persons with 
hospital expense insurance now have regular 
medical expense insurance, which helps pay for 
doctor visits for nonsurgical care. 

In the past decade there has been a sharp 
rise in the proportion of persons who have im- 
proved their health insurance protection by cov- 
ering themselves against more than one type of 
medical expense, the Institute stated. 

In 1948, some 61 million persons had hospital 
expense insurance. Of this number, 34 million, 
or 55.8%, also had surgical expense insurance 
and 13 million, or 21.1% had regular medical 
expense insurance. 

Ten years later, at the end of 1958, the num- 
ber of Americans with hospital expense insur- 
ance had more than doubled to reach 123 million. 
Of this sum, 111 million, or 90.6% also were 
covered against the costs of surgery, and 75 
million, or 61.3%, were protected against reg- 
ular medical expenses. 

Through the decade there has been constant 
progress in increasing the proportion of persons 
with hospital insurance who also are covered 
for surgical expenses and regular medical ex- 
penses, as shown below. 


Per Cent of Persons with Hospital Insurance 
Who Also Have Surgical Insurance and 
Regular Medical Insurance 


Year Surgical Regular Medical 
1948 55.8% 21.1% 
1949 62.3 25.5 
1950 70.7 28.2 
1951 76.0 32.5 
1952 79.7 39.2 
1953 83.2 43.9 
1954 84.6 46.6 
1955 85.4 51.6 
1956 87.4 56.0 
1957 89.7 59.1 
1958 90.6 61.3 


We hope that our members will avail them- 
selves of the splendid group health and accident 
insurance plan offered by our Society. Our 
plan is considered one of the best offered any 
professional group. 

If you will compare our policy with any policy 
you may have at the present time, you will 


find that the following attractive features should 

be of vital interest to you: 

1. Payment from the first day of hospitaliza- 

tion or the eighth day of total disability 

retroactive to the first day). 

Premium payments waived after six months’ 

continuous total disability, during the re- 

mainder of the period for which benefits are 
payable. 

3. Sickness disabilities after the effective date 
regardless of the date of origin of ailment. 
Once coverage is in force, it cannot be 
changed to eliminate coverage of this ail- 
ment. 

4. House confinement not required. 

5. Benefits are never reduced by reason of non- 
confining disability. 

6. World-wide coverage. 

7. The only exclusions are pregnancy, suicide, 
war, military service and flying other than 
commercial scheduled flights. 

8. Local claim service. 

Our plan is underwritten by Continental Casu- 
alty Company of Chicago, recognized to be one 
of the largest and strongest companies, and is 
being administered by Emery and Kaufman, 
Ltd., a New Orleans firm, 314 Camp Street. 

Should you desire information, please contact 
the State Society office, or Mr. H. G. Lyman, 
Agent, 314 Camp Street (JA 2-7221). 


bo 


A.M.A. CLINICAL SESSION 


The thirteenth clinical meeting of the Ameri- 
ean Medical Association will be held in Dallas, 
Texas on December 1-4, and over 3,500 physi- 
cians will be in attendance. 

We hope Louisiana will be well represented 
and will participate in the proceedings. A good 
meeting is expected and a scientific treat as well 
as a number of social events will be awaiting 
you. 

The headquarters hotel will be the Dinkler 
Plaza where the House of Delegates sessions 
will be held. The scientific sessions, including 
medical motion pictures, television, symposia, 
lectures and over 100 scientific exhibits, will be 
available in the Dallas Memorial Auditorium. 
Commercial exhibits will also be at the Audi- 
torium. 

An added attraction for visitors will be the 
world’s largest health fair sponsored by over 
1100 local doctors in conjunction with the 
A.M.A., where over 150 educational exhibits 
will be open to the public. 
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The Louisiana State Medical Society will par- 
ticipate along with the Arizona, Oklahoma, New 
Mexico, and Texas Associations in a hospitality 
room for delegates and their alternates, and it 
is sincerely hoped that some food products prev- 
alent in and peculiar to each respective state 
will be furnished the members for their palatable 
enjoyment. 

Make your reservations now and we will be 
looking forward to seeing you in Dallas. 





IN MEMORIAM 


A. D. TISDALE, M.D. 
1893 - 1959 

Whereas, the Almighty Lord has seen fit to 
remove from our midst Dr. A. D. Tisdale, 

Whereas, Dr. Tisdale has for many years faith- 
fully served the community as an outstanding 
physician and civic leader, 

Whereas, Dr. Tisdale has been a faithful mem- 
ber of the Ouachita Parish Medical Society and 
the Louisiana State Medical Society for many 
years, 

Be it hereby resolved that the Ouachita Parish 
Medical Society extend to Mr. A. D. Tisdale, Dr. 
A. D. Tisdale, Jr., and Mrs. Nunnally our sin- 
cere sympathy and condolences, 

Be it firmly resolved that a copy of this reso- 
lution be spread on the minutes of the Ouachita 
Parish Medical Society and a copy forwarded 
to the State Medical Society and to the Ameri- 
can Medical Association. 

Respectfully submitted 
John Burton, M. D. 
Najeeb Klam, M. D. 


RESOLUTION FOR THE SHREVEPORT 
MEDICAL SOCIETY 
The Lord, in his infinite mercy, which passes 
our understanding, saw fit to take from our 
midst, on July 18th, one of our most valued 
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associates, in the height of his career; therefore, 
we, the members of The Shreveport Medical 
Society, greatly deplore the loss of Dr. Paul 
Dowling Abramson, a distinguished surgeon and 
investigator, a civilian who has done much for 
all worthy enterprises in this city and a moving 
spirit for all that is best for the cause of medi- 
cine and medical progress. 

Dr. Abramson was twice president of our 
local Society and, in 1956-57, was president of 
our State Society; he was a Fellow of the Ameri- 
can College of Surgeons. He was a member of 
the Surgical Association of Louisiana; and for 
twenty-nine years a member of the Louisiana 
State Medical Society. He was active in research 
for national organizations. 

As a citizen, he took an active part in all that 
was for the city’s interest. He was an enthusi- 
astic member of Masonry, having served as 
Potentate of the local Shrine; he was active as 
a Rotarian and had been a member of the Board 
of Boy Scouts and Salvation Army; he served 
with distinction on the state and local Cancer 
Boards and other worthwhile projects, including 
the Little Theater, and all elevating causes for 
the good of us all. 


His fellow members of The Shreveport Medi- 
cal Society deeply deplore this loss, which is 
impossible to fill, and hereby tender our deepest 
sympathy to the bereaved family, request that 
a copy of this resolution be furnished to local 
press and State Medical Journal and that we 
rise for a minute in silent prayer for a valued 
member whom we have lost. 

This Memorial Resolution is presented by Dr. 
A. A. Herold, Sr. at the request of the Memorial 
Commission. 

W. R. Harwell, M. D. 
Chairman 
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CALENDAR 


PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


* Society Date 
Ascension 


East Baton Rouge 


Place 


Third Tuesday of every month 
Calcasieu Fourth Tuesday every other month 
Second Tuesday of every month 


Lake Charles 
Baton Rouge 


Lafayette Second Tuesday of every month Lafayette 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 

. every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


1960 PRIZE ESSAY CONTEST 
AMERICAN COLLEGE OF CHEST 
PHYSICIANS 

The American College of Chest Physicians is 
offering three cash awards to winners of the 
1960 Prize Essay Contest. First prize, $500.00; 
second prize, $300.00, and third prize, $200.00. 
Each winner will also receive a certificate. 

The contest is open to undergraduate medical 
students throughout the world. Essays may be 
written on any phase of the diagnosis and treat- 
ment of chest diseases (cardiovascular or pul- 
monary). Contest closes on April 1, 1960. 

For application and further information, write: 
American College of Chest Physicians, 112 East 
Chestnut Street, Chicago 11, Illinois. 


SPEECH TRAINING BEGINS ON FIRST 
DAY OF LIFE 

A baby’s desire to speak can be awakened as 
early as the fifth week of life, according to a 
New York speech expert. 

Writing in the September Today’s Health, 
published by the American Medical Association, 
Flora Rheta Schreiber said parents can and 
should get their child ready for good speech long 
before he speaks his first words. 

They should begin on the first day of the 
baby’s life, when the mother’s arms, the soft- 
ness of her voice, the aura she creates sets the 
stage for the child’s future mental health and 
his successful speech and language development. 

To learn to speak, a child must have an appre- 
ciative audience. If the mother responds to the 
sounds the baby makes, his desire to speak will 
be awakened in the first few weeks of life. 

During the first months, the mother must give 
her child assurance through the tone of her 
voice. When she feeds him, she might say ‘“‘dogs 
say bow-wow...”’ Or she can just coo. The 
words mean nothing, but the sound of ‘he 
mother’s voice means a great deal, Miss Schreiber 
said. 


As the child begins to babble, parents should 
recognize this as a rehearsal for true speech and 
they should babble with him, the author said. 


MENTAL HEALTH “CONTAGION” MAY 
HELP WORLD PEACE 


Physicians may some day be able to prevent 
family and community turmoil, to strike at 
greed and prejudice, and even perhaps lay the 
foundation for world peace. 

They may be able to do this because mental 
disease and mental nealth are just as “‘infec- 
tious” as a smile or the measles, according to 
an editorial in the Sept. 12 Journal of the 
American Medical Association. 


Although mental illness is as old as man- 
kind, only recently have many physicians be- 
gun to view it as a disease—involving suscep- 
tibility and resistance factors—which is amen- 
able to control through a broad program of 
preventive medicine. 

Mental illness is now the only major public 
health problem that is not adequately reported, 
the editorial said. It then urged increased study 
of the cause and spread of mental illness and 
health and of techniques for preventing illness. 
Mental illness and health may well be the 
“epidemiology of the future,” the editorial noted. 


An accompanying “Medicine at Work” article 
noted that the seeds of communicability are 
“implanted in person-to-person contact, ferti- 
lized in the family to grow throughout the com- 
munity, blown and sown from nation to nation. 
Contact might communicate a fleeting thought 
or involve the transference of broad patterns of 
living.” 

The communicability of mental illness can 
range from that between a mother and child 
when the mother scolds and the child becomes 
anxious to that between nations which “breed 
dislike,”’ the article said. 

But health is also infectious, it said. “A child 
who is taught not to steal accepts this as a gen- 
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eral idea, and it develops into a feeling—not 
just an understanding—that creates an ironclad 
‘prejudice’ against stealing.’’« 

To understand how all this works and how 
the phenomenon of communicability can be used 
to help man toward better mental health must 
be the cooperative goal of physicians, psycholo- 
gists, sociologists, teachers, anthropologists, and 
clergymen, the Journal editorial concluded. 





DOGS CATCH MUMPS FROM CHILDREN 

When Johnny has the mumps, Fido better stay 
away. He may catch them too. 

Two cases of mumps in dogs were reported 
in the September Journal of Diseases of Chil- 
dren, an American Medical Association publica- 
tion. 

The transmission of mumps in animals other 
than man or monkeys has previously been con- 
sidered to be rather improbable and little has 
been reported on its appearance in other ani- 
mals, the report said. 

The dogs, pets of two different families, were 
a six-month-old dachshund and a three-month- 
old Boston terrier. They developed mumps after 
being in contact with family members who had 
the disease. The dogs were allowed upon the 
beds of patients during their illness and con- 
valescence. 

The dachshund died a few days after he be- 
came sick, but the terrier recovered within 14 
days. 

Standard laboratory tests revealed the pres- 
ence of the mumps virus in the saliva of both 
dogs, who displayed the usual symptoms of 
mumps—swollen parotid glands and difficulty 
in swallowing. 

The report was made by Frank Noice, Ph.D., 
F. M. Bolin, D.V.M., and D. F. Eveleth, Ph.D., 
D.V.M., of the department of veterinary science, 
North Dakota Agricultural College, Fargo. 


MUSHROOM WORKERS DEVELOP 
“FARMER’S” LUNG 

Commercial mushroom growing carries a pe- 
culiar hazard—at least for some of the workers, 
who develop a lung condition similar to “farm- 
er’s lung’”’ and “‘silo-filler’s disease.” 

Writing in the Sept. 5 Journal of the Ameri- 
ean Medcial Association, three West Chester, 
Pa., physicians reported 16 cases of the disease 
among migrant Pucrto Rican mushroom workers. 

The Puerto Ricans seem to be susceptible to 
some substance in the compost beds used in 
growing mushrooms which does not affect the 
workers of local origins, the doctors said. 

Symptoms include cough; pain in the chest, 
stomach or muscles; difficulty in breathing; 
nausea and vomiting; headache; chill; rapid 
weight loss; loss of appetite, and tiredness. An 
attack lasts from four to 46 days, subsiding 
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within one to six weeks after the patient is re- 
moved from exposure. No immunity appears to 
develop, since acute symptoms reappear with 
each exposure. The symptoms sometimes re- 
semble those of tuberculosis. 

The physicians are unsure of the cause of the 
condition, but it could be the inhalation of molds 
or organic dusts during the laying or cleaning of 
damp compost beds which contain moldy hay 
and silage. Such dusts are believed to cause 
farmer’s lung. 

However, the symptoms resemble those of 
silo-filler’s disease, which is believed to be 
caused by the inhalation of certain gases, es- 
pecially nitrogen dioxide, liberated in recently 
filled silos. It is possible that some of the gases 
which collect above the mushroom beds in poorly 
ventilated buildings contain nitrogen dioxide, 
the doctors said. 

The symptoms of their patients could fit 
either farmer’s lung or silo-filler’s disease, the 
doctor’s said, adding that after reviewing the 
medical literature, they cannot make any sharp 
differentiation between the two diseases. 

The authors are Drs. Louis S. Bringhurst, 
Robert N. Byrne, and Jacob Gershon-Cohen of 
the Chester County Hospital, West Chester, Pa. 


NEW TOOTH DECAY PREVENTIVE 
TECHNIQUE SUGGESTED 

A slight change in table etiquette might be 
one way to fight tooth decay, a California den- 
tist has suggested. 

Tooth decay is not a_ steady ’ degenerative 
process but rather a series of short “‘commando 
raids” lasting only 20 to 30 minutes and is 
generated by the fermentable sugars in food 
being eaten, according to Walter Drozdiak, 
D.D.S., San Jose 

If brushing or rinsing teeth is delayed longer 
than 30 minutes after eating, little or no pre- 
ventive effect will occur and “one might just 
as well forget about it altogether, which is what 
most of us do,” he said. 

Therefore, Dr. Drozdiak suggests that the 
mouth be rinsed right at the table. The idea is 
to wash away as much as possible the elements 
that cause decay—the acids and sugars—before 
the process of decay can begin. 

Taking a sip of water after the meal—or even 
at times during the meal—and swishing it around 
around in the mouth for a few seconds before 
swallowing need not attract attention and can be 
done without inconvenience, he said. 

Writing in the September Today’s Health, an 
American Medical Association publication, Dr. 
Drozdiak noted that forming such a habit may 
take some effort, but it is well worth it. The 
teeth are the only part of the body which can- 
not heal or repair themselves after damage has 
been done. 
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In addition, decay does not ever start from 
within. It always begins on the outside of the 
teeth and arises from decay-causing conditions 
surrounding the teeth. 

‘Teeth should be brushed after every meal and 
the brushing should do more than just remove 
loose debris and stains from the teeth. It should 


ideally remove from the teeth all adhering de- 
posits of bacteria and tartar, and it should dis- 
lodge foreign matter trapped between the teeth 
and gums. 

Dr. Drozdiak recommends that teeth—like pots 
and pans—should be checked after cleaning to 
see that they are really clean. 


BOOK REVIEWS 


New Research Techniques of Neuroanatomy; 
edited by William F. Windle, Ph.D., Sc.D. 
Springfield, Illinois, Charles C Thomas, 1957. 
pp. 98, 25 illus. Price $4.75. 

A recent symposium, sponsored by the Nation- 
al Multiple Sclerosis Society now appears in 
print. The Introduction (William F. Windle) 
states: “It is hoped that the discussions will help 
alert workers to the possibilities of the newer 
procedures and thus promote the advance of re- 
search in neurological sciences.” The symposium 
is timely, because of the widespread and inten- 
sive field that it covers. The hope expressed in 
the Introduction surely will be realized. 

The book carries the contributions of eight 
authoritative investigators who have spoken at 
the symposium on the particular methods with 
which they are most familiar. Their topics are 
varied: electron microscopy (Sanford L. Palay), 
silver impregnation of degenerating axons (Walle 
J. H. Nauta), selective silver impregnation of 
synaptic endings (Grant L. Rasmussen), tissue 
culture (Margaret R. Murray), local blood flow 
in neural tissues (Louis Sokoloff), histcchemical 
localization of acetylcholinesterase (George B. 
Koelle), and quantitative histochemistry (Wayne 
Albers). 

The critical summary that forms the last chap- 
ter of the volume (Edward W. Dempsey) is aptly 
entitled “New Methods Versus Old.” Its keynote 
combines recognition of the current yield and 
great promise of these newer methods with a 
warning that the results obtained by them must 
be constantly viewed in the light of observations 
made with the classical methods. 

HAROLD CUMMINS, PH.D. 

Noise and Your Ear; by Aram Glorig, Jr., New 
York, N. Y., Grune & Stratton, 1958, pp. 152, 
Price $6.50. 

This monograph of 150 pages is concerned 
primarily with the many problems of the effects 
of noise exposure on hearing. Initially, it con- 
tains a brief but clear presentation of psycho- 
acoustics, physiology of the ear and clinical audi- 
ometry. An excellent glossary of audiological 
and medicolegal terms unique to this problem 
is presented. Finally, a thorough discussion of 


the causes, effects and possible means of pre- 
vention of industrial hearing loss is provided 
by the author. 
This book should be very helpful to otologists 
and industrial physicians. 
L. J. RUTLEDGE, M. D. 


PUBLICATIONS RECEIVED 

Appleton-Century-Crofts, Inc., N. Y.: The 
Physician and the Law, by Rowland H. Long, 
foreword by Milton Helpern, M.D. (2nd edit.). 

Doubleday & Co., Inc., N. Y.: The Cigarette 
Habit: A Scientific Cure, by Arthur King. 

Landsberger Medical Books, Inc., N. Y.: The 
Acute Medical Syndromes and Emergencies: Di- 
agnosis and Treatment, by Albert S. Hyman, 
M.D.; The Emergency Syndromes in Pediatric 
Practice, by Alfred J. Vignec, M. D. 

Lange Medical Publications, Los Altos, Calif.: 
Handbook of Poisoning: Diagnosis and Treat- 
ment, by Robert H. Dreisbach, M. D. (2nd edit.). 

The C. V. Mosby Co., St. Louis: Synopsis of 
Gynecology, by Robert J. Crossen, M. D., Daniel 
W. Beacham, M.D., and Woodard D. Beacham, 
M.D. (5th edit.); Symposium on Glaucoma, 
edited by William B. Clark, M.D., (Transactions 
of New Orleans Academy of Ophthalmology, 
1957). 

Philosophical Library, N. Y.: Jewish Medical 
Ethics: A Comparative and Historical Study of 
the Jewish Religious Attitude to Medicine and 
Its Practice, by Rabbi Dr. Immanuel Jakobovits. 

Prentice-Hall, Inc., Englewood Cliffs, N. J.: 
Living Beyond Your Heart Attack, by Eugene 
B. Mozes, M. D.; Master Your Tensions and En- 
joy Living Again, by George Stevenson, M. D., 
and Harry Milt. 

W. B. Saunders Co., Phila.: Biopsy Manual, 
by James D. Hardy, M. D., James C. Griffin, Jr., 
M. D., and Jorge A. Rodriguez, M. D.; Metabolic 
Care of the Surgical Patient, by Francis D. 
Moore, M. D. 

Charles C Thomas, Publisher, Springfield, IIL: 
The Surgical Treatment of Scoliosis, by Louis A. 
Goldstein, M. D.; Lectures on the Interpretation 
of Pain in Orthopedic Practice, by Arthur 
Steindler, M. D., with Anatomical Dissections, by 
Dr. Rodolfo Cosentino. 
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